INTERNATIONAL ABSTRACT 
OF SURGERY 


JUNE, 1918 


ABSTRACTS OF CURRENT LITERATURE 
GENERAL SURGERY—SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE 


Marquis and Others: Suture of Wounds During a 
Period of Attack (La suture des plaies en période 
d’attaque). Bull. et mém. Soc. de chir. de Par., 1917, 
xlii, 2281. 

In one of the recent large battles the surgical 
provision made in the authors’ zone for immediate 
treatment of the wounded consisted of six large 
newly constructed operating rooms with accessories. 
In addition there were 11 surgical and 4 radiologic 
automobiles. The organization permitted 178 opera- 
tions to be done in the first twenty-four hours, the 
majority of the cases arriving from 6 to 12 hours 
after being wounded. 

The authors think that in the actual conditions 
of warfare the wounded should have their wounds 
sutured whenever circumstances permit. To accom- 
plish this, all limited soft part wounds after excision 
were passed on to the rear hospitals for primary 
suture.’ All other cases were primarily sutured on 
the spot, ie., fractures, articular, cranial and 
thoracic wounds in which primary suture had a 
functional and vital importance. 

In all 208 patients were treated, representing 550 
wounds; 342 were soft part wounds, 132 bone, 34 
joint, 15 cranial, 11 of them with open meninges, 
19 abdominal, and 12 thoracic wounds. Of the total 
550 wounds, 109 were primarily and 370 secondarily 
sutured. Fifty days later, 108 of the 298 patients 
were convalescent; 122 were progressing rapidly 
toward cicatrization or had been evacuated for 
special treatment. There are only 45 patients who 
have not benefited from suture. The total mortality 
was 30, or 6.5 per cent. W. A. BRENNAN. 


Churchman, J. W.: A New Incision for Exposure of 
the Lower Abdomen and Pelvis. Ann. Surg., 
Phila., 1918, Ixvii, 180. 

The incision here described was devised by the 
author on account of his dissatisfaction with the 


exposure given by other incisions in operating 
upon the rectum and on the pelvic ureter. Just 
as in the upper abdomen the hockey-stick incision 
provides excellent exposure of the common duct, 
so the author regards his incision as the one of 
choice when wide exposure of the lower abdomen 
is necessary. The technique of the incision when 
used on one side alone is as follows: 

1. The skin incision begins at the symphysis 
pubis, runs in the midline upward for about two 
inches, then diagonally upward and outward 
toward the anterior superior spine. The point at 
which the longitudinal incision becomes oblique 
may be higher or lower, according as the chief 
exposure desired is the upper or lower part of the 
pelvis. 

2. Fascial incision repeats the direction of the 
skin incision, dividing the rectus sheath longi- 
tudinally, then crossing obliquely the anterior 
sheath and dividing the fascia of the obliquus 
externus muscle in the direction of its fibers and 
as high toward the anterior superior spine as 
desired. It is of great importance, in operating 
upon the bladder,. that the anterior sheath of the 
rectus be divided down to the bone at the symphysis 
pubis. 

3. Muscle incision. The rectus muscle, thus 
exposed, is freed and divided between clamps. 
Care is taken to push back the epigastric vessels 
from the posterior surface of the muscle, to clamp, 
divide and ligate them separately. 

4. The fascia of the transversalis muscle and 
obliquus internus muscle and the periosteum are 
divided by an incision which repeats the direction 
of the skin incision. 

In closing, the peritoneum, with the transversalis 
and internal oblique fascia, is sutured by a running 
stitch. 

The divided rectus muscle may be approximated 
by mattress sutures. No effort at accurate approxi- 
mation should be made, nor should the stitches 
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be drawn tightly. A good approximation of the 
rectus muscle is not necessary; the strength of the 
abdominal wall depends on the careful closure of 
the fascia and that is done on the principle which 
governs the radical cure of hernia. 

The anterior sheath of the rectus and fascia of 
the obliquus externus muscle are closed by the 
overlapping method used in the radical cure of 
hernia, a flat overlap being obtained by one layer 
of mattress sutures, and a second layer which 
tacks down the free edge. ‘The skin is closed by a 
running stitch. 

The author also describes the bilateral incision. 
The paper is well illustrated. P. G. Skixtern, JR. 


Dunn, G. R., and Wynne, M.N.: Clinical Observa- 
tions on the Hemoglobin After Operation. 
Bull. Johns Hopkins Hosp., 1918, xxix, 17. 


The authors draw attention to the fact that 
there are but few observations in the literature on 
the hemoglobin of surgical patients after operation. 
Grunwald in 1889 published a series of ten cases, 
from which he concluded that there is little or no 
oligochromemia immediately postoperative, even 
after abundant hemorrhage. His work, however, 
does not show when or for how long the haemo- 
globin decreased. 

The lowest point of the hemoglobin curve, the 
authors state, is of interest to surgeons as a Clinical 
estimate of the amount of blood lost at operation. 
They have been unable to find any data on this 
point in the literature. According to Laker, quoted 
by Grunwald, immediately after operation there 
is no change, or very slight change, in the hemo- 
globin, but after several days in cases in which there 
has been severe hemorrhage, there is also a great 
reduction of hemoglobin. After hamorrhage the 
total blood volume is decreased, the quality of the 
blood being first changed when it becomes thinned, 
owing to absorption of fluids from the intestinal 
tract (Hoppe-Seyler and Penzoldt, quoted by 
Grunwald). 

In the series of cases reported by the authors, 
they have endeavored to show the effect upon the 
hemoglobin of operations during which there has 
been slight, moderate, or severe haemorrhage. 

The Sahli hemiglobinometer was used for 
hemoglobin determinations, as it is an instrument 
particularly adapted to general clinical use. A 
uniform technique was observed throughout, and 
in almost all cases one instrument was used for all 
the readings on a given case. When two instru- 
ments were used on the same case, they were 
carefully checked against each other and correc- 
tions made, when necessary. The series of readings 
on a given case was made by one observer, or, 
when two took part in it, their findings were care- 
fully controlled and corrections were made when 
necessary. In most cases the exact time of an 
observation was noted so that the number of 
hours between any two readings could be deter- 
mined easily from the tables. The blood was 
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obtained from the finger or ear, the same source 
being always employed for any given patient. All 
of the gynecological patients were operated upon 
under anesthesia, nitrous oxide and oxygen, 
followed by ether administered by the open drop 
method. In tables which accompany the article, 
the date, time and character of the operation is 
recorded. 

The hemoglobin readings shortly after operation 
showed very little change when compared with 
readings made before operation, even in cases of 
severe hemorrhage. The immediate postoperative 
reading often showed some increase over the pre- 
operative reading. The lowest point of the hamo- 
globin curve was found usually from 30 to 60 
hours after operation; a difference of less than 5 
per cent was not considered. 

The greatest drop in hemoglobin was usually 
during the first 24 to 36 hours, and was most 
rapid when salt solution infusions had been given. 

In the series showing only a slight loss of blood 
at operation, the haemoglobin readings were usually 
higher during the first 12 hours than those made 
before operation, and there was very little post- 
operative decrease at any time. 

GeorcE E. BEILBy. 


ASEPTIC AND ANTISEPTIC SURGERY 


White, C. S., and Hunter, O.: The McDonald 
Solution. Am. J. Obst., N. Y., 1917, Ixxvi, 986. 


The authors have carefully noted results in 150 
operative cases of the use of McDonald’s pyxol- 
acetone-alcohol solution as compared with former 
results from the iodine method of preparation. 
Four tables explain these findings in detail and 
demonstrate the care employed in making the 
tests. 

In the opinion of the authors, the McDonald 
solution gave results inferior to the iodine method; it 
is not adapted for the routine sterilization of the 
hands from its irritating qualities; it can be used 
for mucous membranes; it is slightly cheaper than 
the iodine solution. Sterilization of the skin is 
unsatisfactory; it does not destroy spore-bearing 
organisms CAREY CULBERTSON. 


McCartney, G. E., and Mewburn, F. H. H.: The 
Technique of the Carrel-Dakin Treatment. 
Brit. M. J., 1918, i, 170. 


The solution is prepared daily according to the 
method of Daufresne, tested for hypochlorite con- 
tent, and sent to the ward in a carboy of amber 
glasses, without the addition of potassium perman- 
ganate. The solution is tested by one of the sur- 
geons and if found of correct strength the potassium 
permanganate is added and the bottle stored in a 
closet until used. 

The use of a solution around o.5 per cent often 
causes a scalded appearance of the wounds and the 
best results are obtained when the strength of the 
solution is limited between 0.460 and 0.485 per cent. 
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All the Dakin bottles are fitted with a rubber cork, 
rubber tubing, and pinch cock. A series of tests 
showed that brown duck covered bottles are the 
best for protection of the solution; and that properly 
protected the solution will retain its potency for at 
least forty-eight hours. 

A dressing carriage equipped with a liberal supply 
of instruments, syringes, etc., is essential. All the 
instruments are sterilized by ten minutes’ boiling. 
The Carrel tubes are syringed out with warm water, 
scrubbed with a brush, soaked all night in Dakin’s 
solution, washed off with ether, and then boiled 
for thirty minutes in a caustic soda solution. 

The vaseline pads are made from cheese-cloth, cut 
in strips six by four inches in sets of twenty, dipped 
into hot vaseline, the surplus being drained off, and 
the strips placed in layers in a tin box with a perfor- 
ated lid, and this sterilized in the operating room. 

The medical officer does all the dressings with a 
nursing sister and two orderlies as assistants, whose 
duties are limited to the dressings and preparation 
of the same. One orderly looks after the steriliza- 
tion of the instruments and their delivery, the 
other assists with the patients. The sister’s atten- 
tion is restricted to the carriage, handling all 
instruments and dressings with forceps which a e 
not allowed to touch those used by the surge vn. 
The wounds, tubes and dressings are never touched 
with the hands, but always with clean forceps. No 
patient receives Dakin’s solution less than two hours 
before dressing, which insures the bacterial count 
not being diluted. 

Wounds are syringed with normal saline or 
Dakin’s solution; the surrounding skin dried, and 
one ply of vaseline gauze applied to the edges of the 
wound and smeared to the skin, which allows over- 
flow of the Dakin’s solution without a Dakin’s 
dermatitis resulting. The Carrel tubes are applied 
and the wound covered with a pad of absorbent 
cotton, or better, so placed as to catch the over- 
flow of Dakin’s solution, leaving the wound as little 
shut off from the air as possible. The results ob- 
tained with this technique have been most satis- 
factory in the majority of cases. V. C. Hunt. 


Taylor, H. D., and Austin, J. H.: The Solvent 
Action of Antiseptics on Necrotic Tissue. 
J. Exp. Med., 1918, xxvii, 155. 


The recent interest in the chemical sterilization 
of wounds has led to the introduction of numerous 
new antiseptics, each of which has in turn been 
advocated because of some advantage, real or 
apparent. For many of these compounds, claims 
have been made which have not always been con- 
firmed by carefully controlled experiments. Carrel 
and Dehelly have emphasized that, for the removal 
of the necrotic tissue that remains after mechanical 
cleansing, Dakin’s hypochlorite solution was the 
antiseptic of choice because of its solvent action on 
devitalized tissue, and Dakin and Dunham have 
also recognized the value of the hypochlorite 
solution for this purpose. 


Dakin’s solution has been shown by Fiessinger 
and his co-workers to have a disintegrating action 
on pus cells. Rous and Jones have shown that 
intact leucocytes protected virulent bacteria which 
they ingested from the action of antiseptics, and 
that subsequently these bacteria proliferated under 
suitable conditions. Dakin’s solution, by its solvent 
action on these leucocytes, minimized the danger 
of reinfection of the wound from this source. Be- 
cause of this action on necrotic tissue, pus and 
serum clot, Carrel and Dehelly recommended 
Dakin’s hypochlorite solution for the sterilization 
of infected wounds. Bashford demonstrated the 
ability of Dakin’s solution in high dilution to erode 
the tissues of the tadpole’s abdomen. He showed 
also that this occurred only after the circulation to 
the part had been interrupted for some time, due to 
the death of the organism. 

The authors, considering this erosive action of 
Dakin’s solution to be an important factor, planned 
a series ‘of experiments to compare its solvent 
action with that of certain other chlorinated 
antiseptics. Fiessinger and his co-workers having 
concluded that the essential factor in the solvent 
action of the hypochlorites was their alkalinity, 
the authors’ experiments were designed to deter- 
mine the importance of three factors: the alkalinity, 
the nature of the chlorinated antiseptic employed, 
and the chlorine concentration of the latter. 

From their results as recorded in the present 
paper, it seemed justifiable to Taylor and Austin to 
lay considerable stress on the relatively great 
solvent action of Dakin’s hypochlorite solution as 
contrasted with the more recent and more stable 
chloramines of Dakin. It also seemed probable 
that to its greater ability to dissolve necrotic tissue, 
plasma cloth, and leucocytes it owed its chief 
claim to preference over the chloramines in the 
treatment of infected wounds. They state that 
curves shown by Carrel and Dehelly demon- 
strated the relative ease with which this solution 
sterilized grossly infected wounds in the initial 
presence of such necrotic tissue and pus. 

The results of the authors’ experiments showed 
that the solvent action of Dakin’s hypochlorite 
solution in the degree of alkalinity used clinically 
was due primarily to its hypochlorite content. 
The slight alkalinity of Dakin’s solution, while in 
itself without solvent action, did, however, increase 
the effectiveness of the hypochlorite. They feel 
constrained to differ, therefore, from Fiessinger and 
his co-workers, who attributed this action of the 


‘ hypochlorite solutions to their alkalinity. In 


their weakly alkaline solutions, the solvent action 
of the hypochlorite solution ceased abruptly at 
about o.2 per cent sodium hypochlorite concen- 
tration. This phenomenon occurred at a lower 
hypochlorite concentration as the reaction of the 
solution became more alkaline and vice versa. 
Even in neutral solutions, marked solvent action 
occurred as a hypochlorite-hypochlorous acid con- 
centration of 0.5 per cent. A solution the alkalinity 
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of which was equal to 0.1 per cent sodium hydroxide 
exerted a solvent action in the absence of any other 
factor. Such a solution, however, the authors state 
is not available for clinical use because of its irritat- 
ing properties. 

Chloramine-T failed in these experiments to 
exhibit any solvent action not explicable as an 
effect of the alkalinity of the solution in which it 
was dissolved, and dichloramine-T was also wholly 
without solvent action. The results of their experi- 
mental studies did not, therefore, support the 
clinical observations of Dakin and his associates, 
who asserted that “the chlorine in dichloramine-T, 


as in the hypochlorites, has the power of dissolving , 


dead tissues,” or similar conclusions reached by 
Sweet, who stated: ‘The dichloramine-T also 
possesses to a marked degree the characteristic 
power of the chlorine solutions in aiding the diges- 
tion and removal of necrotic, sloughing tissues. 
The new solution seems more effective in cleaning 
up sloughing tissue than the older chlorine com- 
pounds.” It seemed probable that the greater 
solvent action of hypochlorite solution, as con- 
trasted with the chloramines, was related to the 
greater instability of the former. The authors have 
been unable to demonstrate a solvent action on 
blood-clot from any of the solutions of a reaction 
available for clinical use. 

The authors found from their experiments that 
Dakin’s hypochlorite solution had the power of 
dissolving necrotic tissue, pus, and plasma clot in 
the concentration and reaction used clinically. 
Chloramine-T and dichloramine-T did not exhibit 
this action. 

The solvent action of Dakin’s hypochlorite 
solution of the degree of alkalinity used clinically 
was due primarily to its hypochlorite content, but 
its slight alkalinity, while in itself without solvent 
action, enhanced the effectiveness of the hypo- 
chlorite. ‘ 

In the degree of alkalinity used clinically, the 
solvent action of hypochlorite was absent below 
about 0.2 per cent sodium hypochlorite con- 
centration. 

The hypochlorite concentration at which the 
solvent action ceased was lower the more alkaline 
the solution, and vice versa. 

None of the antiseptics studied by the authors 
had demonstrable solvent action on blood-clot. 

GeorGE E. BEILBy. 


Pilcher, E. M., and Hull, A. J.: The Treatment of 
Wounds by Flavine. Brit. M.J., 1918, i, 172. 


In an article in the British Medical Journal of 
December 29, 1917, a comparison is made between 
flavine and the Carrel-Dakin treatment in which 
the former is given second place, and in which it is 
stated that flavine delays the process of repair, 
allows organisms to remain on the wound surface, 
and prevents epithelial ingrowth. As the authors 


have used flavine largely in military practice and 
are confirmed in their good opinion of it as time 
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passes, it seems to them something of an act of 
ingratitude to allow an excellent wound dressing to 
fall into discredit for want of support from its 
friends. 

The difficulty of technique and the high ideal of 
repair are characteristic of the Carrel-Dakin method, 
and explain why, though it is one of the most bril- 
liantly successful ways of treating infected wounds 
in war, it is also one of the most difficult to carry 
out to full success. It is only in certain hands that 
it is successful, and when it fails, it fails badly. 

The authors state that in more than 5,000 cases 
treated with flavine they have found that for ease 
of preparation and application, rapidity when deal- 
ing with large numbers of cases, early cleaning of 
the wounds, and abatement of constitutional reac- 
tion to absorption, flavine and its congener, brilliant 
green, is an admirable application under all cir- 
cumstances, but especially where surgeons are few, 
time is short, and wounds are many. 

In the series of 50 cases reported it was noted that 
temperature falls early; that more than one-third 
reach the suture ideal, and that, though there is 
delay in the process of healing, there is some diminu- 
tion in the local and general reaction to infection. 

The Carrel-Dakin method is not of universal 
application because of its inherent difficulties of 
technique. Any simpler method which can be used 
by less skilled workers and which approaches the 
suture standard of the Carrel-Dakin method is 
worthy of an extended trial in the army. In the 
5,000 or more wounds under observation no skin 
irritation has been observed, and in few cases was 
surface destruction of wounds seen treated with 
flavine. In these few cases a fibrinous pellicle formed 
which has been attributed to too strong solution and 
which can be readily removed with saline solution. 

From their cases the authors are unable to see 
that healing is delayed, that organisms linger in the 
wound, or that epithelial ingrowth is prevented by 
flavine, but instead they find their patients with 
normal temperatures, with no signs of constitutional 
reactions, with healthy granulating wounds over 
which epithelium is growing naturally. 

V. C. Hunt. 
Warner, F.: The Infection of Wounds.  /vierst. 
M. J., 1918, xxv, 125. 


The essential elements in the healing of wounds 
are fibroblasts, vascular endothelium, and fibrin. 

Whether infection of a wound occurs is largely 
influenced by: (1) the location of the wound; 
(2) the character of the wound; (3) the cause of the 
wound. The staphylococcus is the usual pyogenic 
organism causing infection, the streptococcus less 
frequently. 

There are primarily two types of wounds to be 
dealt with: 

1. Wounds made during an operation. If the 
wound is clean, it should not be disturbed for the 
first 5 or 6 days. In bone operations it is more 
frequently inefficient technique than poorly devised 
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operation that gives failure. Skin sutures should 
not be tied too tightly or pressure necrosis will 
result. 

2. Wounds as the result of accidents. All such 
wounds should be treated as though infective 
material had been introduced into them. Too 
much done to try to remove pyogenic organisms 
from a wound results in more harm than good, 
as the sealed lymphatics and capillaries may be 
opened up. 

When a septic condition of a wound is once 
present, it becomes necessary: (1) to immobilize 
the infected part; (2) to institute very thorough 
drainage by incisions sufficiently long and deep 
to accomplish the purpose sought; (3) to use the 
hypochlorite solution in suitable wounds and 
situations. 

Warner quotes the ideas of a number of authors 
along with their methods of treatment. He gives 
the use of iodine, hydrogen peroxide, Wright’s 
solution, Dakin’s solution and the Carrel technique 
and dilute solution of quinine. Freer drainage is 
advocated both in external wounds and in ab- 
dominal infections. One case is given in brief. 
Vaccines, either autogenous or polyvalent, have 
not been of much avail against the usual pyogenic 
organisms. Cart R. STEINKE. 


Morison, R.: The Treatment of Infected Suppurat- 
ing War Wounds. /niernat.J.Surg., 1918, xxxi, 33. 


If it is possible to get to the bottom of an infected 
wound so that it can be thoroughly cleansed mechan- 
ically and suitable antiseptics applied, the wound 
can then be closed with interrupted sutures, always 
with impunity, and many times with the prospect 
of seeing it healed when the dressing is removed for 
the first time at the end of three weeks. This is a 
new surgical principle which will not alter, though 
details of the method will. 

The technique is summarized as follows: 

1. Under an anesthetic, usually open ether, 
cover the wound with gauze wrung out of a 1:20 
carbolic acid solution, and clean the skin and the 
surrounding area with the same lotion. 

2. Open the wound freely and, if possible, suffi- 
ciently to permit inspection of its cavity. A guide 
(the finger is best if the size of the wound permits 
it, and if not, a thick probe) should be introduced to 
the bottom of the wound and held so that it is fully 
exposed. 

3. Mop the surrounding skin and the wound 
cavity with methylated spirits and dry it. 

4. Fill up the whole wound with “bipp,” rub it 
well in with dry gauze, then remove all excess, leav- 
ing only a thin covering over the wounded surface. 
Dress the wound with sterile gauze and cover all 
with an absorbent pad, which is held in position by 
sticking plaster and a bandage. This dressing re- 
quires no change for days or weeks if the patient is 
free from pain or constitutional disturbance. 

Redressing is very simply done. After removal of 
the old dressings, the wound is covered with a dossil 


of wool soaked in spirit and the sticky discharge is 
wiped off the surrounding skin until the skin is clean. 
Necrosis of the bone is one of the end-results of 
sepsis. A separated portion of bone will live and 
take its part in repair if infection of it can be pre- 
vented. This can be done by the author’s method of 
treatment and the consequence is that the majority 
of the recent fractures show no necrosis at all. 
Epwarp L. Corne Lt. 


Magni, E.: Treatment of War Wounds of the Limbs 
in a Territorial Hospital (Methodo sequito nella 
cura dei feriti di guerra agli arti in un ospedale 
territoriale). Chir. d. organ. d. mov., Bologna, 1917, 
1, 325. 

In the territorial hospital of Bologna, during 
18 months Magni has treated 3,618 war injuries of 
the limbs. He has followed the methods of the old 
surgeons of the sixteenth and seventeenth centuries, 
notably Magati, who advised as little interference 
as possible with a gunshot wound after its initial 
treatment, not even to remove the first dressing 
for a long time unless under special indications. 
Movement, according to this old authority, is one 
of the most frequent causes hindering recovery, 
which is the work of nature and not of the physician. 
Although the teachings of Magati had a large 
following, they fell into disrepute. Magni points out 
that the best results today are being obtained from 
the application of Magati’s principles of immobiliza- 
tion and abstention from meddlesome interference. 

Of the 3,618 limb wounds treated, 2,373 were 
wounds of the soft parts alone, 820 were fractures, 
and 425 were articular lesions. 

In the treatment of fractures, Magni uses plaster 


‘casts. He does not remove bone chips, as he thinks, 


contrary to other expressed opinions, that a bone 
fragment provided with marrow is a point of 
permanent ossification, and even if it should die, it 
is eliminated or absorbed. He only removes pro- 
jectiles if they are easily accessible or cause pro- 
longed inflammation. 

Articular lesions Magni generally treats by 
immobilization alone and has met with very satis- 
factory results. Only in a few cases was he obliged 
to intervene surgically. He thinks emphatically 
that immobilization is the best treatment for 
articular lesions. 

Only 3 amputations were necessary, and among 
the total 3,618 cases there were only 8 deaths. 

In summing up his observations, Magni thinks 
that none of the more recent methods of treatment 
are so satisfactory as that instituted by the early 
surgeons., i.e., reduction, retention, and immobiliza- 
tion of the limb in a good position by a plaster 
apparatus. These methods not alone help to pre- 
vent the spread of inflammatory processes which 
are generally located in the traumatized points, 
but they overcome them either directly or indirectly 
by favoring the formation of a circumscribed puru- 
lent collection which tends toward recovery after 
incision and drainage. 


3 
| 


508 


Ligation of the large vessels can be done at any 
point in their course provided no inflammatory 
processes exist; these, whether acute or chronic, 
hinder the establishment of venous collateral 
circulation, and gangrene of the tissues always 
follows in the vascular region of the ligatured ves- 
sel. The ligation of a large vessel in a limb, has not 
such immediate disastrous consequences on the 
circulation as in the case of a vessel supplying the 
region of the brain. 

The article is followed by a very extensive 
bibliography of several hundred war articles on 
wounds of the limbs and blood-vessels. 

W. A. BRENNAN. 


SURGICAL INSTRUMENTS AND APPARATUS 


Fisher, W. E.: Thigh Stump Extension Splint. 
Brit. M. J., 1918, i, 2209. 


The stumps following flapless amputations of 
the thigh that have come under the author’s 
notice suffered from having been unprovided with 
some continuous extending force to counteract 
the natural tendency toward retraction of the soft 
parts that in these cases leads to conical stump 
formation. 

If the retraction of the soft tissues is permitted 
to proceed unrestrained until such time as secondary 
amputation is performed, it will be the general 
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experience that an undue length of the femur will 
require removal before the soft parts are capable 
of approximation, and the ultimate shortening of 
the stump may prove very disappointing. 

The author’s splint achieves the requirements in 
maintaining the necessary continuous uniform 
traction during all movements of the stump and 
positions of the patient in bed and during transport. 
The splint is improvised after the Thomas splint 
as modified by Jones for the arm. It is bent at 
the bars until the end meets the leather covered 
ring to which it is secured with tape. A length of 
about 20 inches of aluminium splinting is then bent 
in the form of a circle, loops within, and this hoop 
inserted and secured by tape or strapping between 
the ends of the bent bars of the Thomas splint. 

Extension strapping is applied to the stump with 
tape attached to the ends of the straps to be attached 
to the splint for extension. The splint is put on 
with the ring fitting well up against the tuberosity 
of the ischium and extension is made by drawing 
on the tapes and tying them to the aluminium 
loop. 

The splint is light and moves with all the move- 
ment of the stump, the flaps of which are held in 
extension and the splint itself secured by its exten- 
sion bands. The open aluminium ring allows for 
dressings and there is free access to the wound. 

V. C. Hunt. 


SURGERY OF THE HEAD AND NECK 


HEAD 


Gamlen, H. E., and Smith, S.: A Study of the 
Inter-Relation Between the Radiography and 
Surgery of Gunshot Wounds of the Head. 
Arch. Radiol. & Electrotherap., 1918, xxii, 240, 270. 


In this very useful and interesting article the 
authors give their experience of the last eighteen 
months in which they have examined 1,500 cases of 
gunshot wounds of the head. They give a number 
of practical conclusions. 

1. Method of taking radiographs. Stereoscopic 
views are essential A compression cylinder 
with a paper air cushion is wedged between the 
head and compressor. A preliminary fluoroscopic 
screen examination is helpful to locate the missile 
and in addition a clean new lead wire ring is placed 
over the wound surface. The area of the wound 
should be nearest the plate and as near the central 
rays as possible, for by this means the maximum 
detail of the injured area is obtained. Seven 
positions are utilized as standards which bring out 
the variously located lesions to the best advantage. 

2. Interpretation of radiographs. This is care- 
fully considered and the distinguishing character- 
istics of bone fragments and various kinds of metal 
particles are explained. The pineal body, the salient 
points in the diagnosis of fractures, and the con- 


fusing elements of vessels, blood-channels, and 
sutures are described. A method of localization 
from the stereoscopic plates is illustrated. 

3. Classification of the types of injuries with ref- 
erence to need for surgical interference. No 
fracture seen in the X-ray examination may, since 
the introduction of the steel helmet, be a contra- 
indication against operative interference. Several 
patients who had worn the helmets showed in- 
juries in the region of the apex of the temporal crest. 
They remained well for two or three days, then in- 
creasing optic neuritis, fits, and severe headache 
developed. Operation disclosed a practically normal 
bone, but beneath was considerable pulped brain 
and blood-clot. 

Small bone cracks were usually left alone. Exten- 
sive fissured fractures without depression even run- 
ning down to and involving the base were usually left 
alone unless urgent symptoms manifested themselves. 

Gutter fractures with only a limited depression 
of the inner table were usually operated upon to 
remove the depressed fragments except over the 
longitudinal sinus. Gutter fractures with consider- 
able in-driving of the inner table were operated upon 
in each case and penetrating fragments removed. 

Penetrating wounds with no missile in the brain 
invariably require operative interference as the 
track is septic and has bone fragments in its course. 


Set 
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Wounds with one or more missiles retained in the 
skull bones were operated upon generally. When 
the missile lay just beneath, it was invariably re- 
moved. When the missile lies in the brain there is 
found a track of septic brain material with frag- 
ments in its course. In the beginning, there was 
a tendency to remove all missiles unless hopelessly 
inaccessible, but latterly more expectant treatment 
has been followed. 

Perforating wounds with entry and exit wounds 
present in the skull are comparatively rare since 
the use of the steel helmet. C. B. Hotties. 


Japiot, P.: Radiography of the Lower Jaw and the 
Involvement of the Teeth in Fracture Cases 
(Radiographie du maxilliare inférieur; rapports des 
dents avec le foyer de fracture). Lyon chirurg., 1917, 
xiv, 823. 

Japiot calls attention to the growing importance 
of radiography of the maxillary region in war sur- 
gery and describes the technique. 

About one thousand cases have been examined. 
The author gives the details of several cases with 
characteristic roentgenograms. 

By inspection of the mouth alone it is impossible 
to detect the real lesions of the teeth; and only 
minute roentgenograms will give the following 
information: 

1. Any dental fragments between the fractured 
bones will be shown, and also their differentiation 
from metallic fragments. 

2. The fracture may involve the socket without 
injuring the corresponding tooth; or it may involve 
a wisdom tooth still in process of evolution. Radi- 
ography will show the condition and in some cases of 
necrosis, the roentgenograms show this to be the 
cause. 

3. Teeth may sometimes act as projectiles and 
be driven into the neighboring soft parts, such as 
the tongue or even into the mandible. 

An immediate X-ray enables the surgeon to know 
exactly the extent of the damage and to prevent 
infection by proper removal of the organic and 
inorganic foreign bodies. In old cases a roentgeno- 
gram may disclose the reason of persisting infection 
and fistulz or of malunion or non-union. It will also 
be of service in the application of definite prosthesis 
by following the formation of sound callus. 

W. A. BRENNAN. 


Lewis, D.: Electric Burn Causing Necrosis of the 
Skull. Ann. Surg., Phila., 1918, Ixvii, 149. 


The patient, aged 27, while working on a corru- 
gated tin roof accidentally brought his head in 
contact with a live wire carrying an alternating 
current of 13,200 volts. He was immediately 
rendered unconscious. On regaining consciousness 
the patient was irrational and violent so that it 
required three men to restrain him. Six hours after 
the accident he became rational. 

The physician who examined him shortly after 
the shock stated that the scalp over the junction of 


the sagittal and coronal suture had been burned 
away, leaving exposed a part of the parietal and 
frontal bones measuring 4 inches in diameter. A 
burn of the forehead on the right side and another 
over the right parotid gland were noted. This 
latter burn had extended deep enough to destroy 
the fibers of the facial nerve passing through the 
gland. The gland substance was also partial'y 
destroyed, as the patient had a salivary fistula. 
The feet were severely damaged by the electric 
shock. Above the right ankle anteriorly the skin 
was badly charred. AU the toes with the exception 
of the little one were so badly torn and burned 
that they either dropped off or were removed. 

Sloughing of the charred skin occurred much 
more quickly in this case than in similar cases 
which have been reported. Separation of the skin 
was completed in three weeks. Granulation tissue 
then developed rapidly and normally. 

Almost eight weeks after the accident slight 
blurring of the vision of the left eye was noticed. 
Shortly afterward cataracts developed in both eyes. 

The sequestrum finally became so loose that it 
could be easily removed with tissue forceps. The 
sequestrum contained a part of the sagittal and 
coronal sutures at the point of meeting and the 
parts of the parietal and frontal bone adjoining 
them. It included both plates. The dura which was 
exposed when the sequestrum was removed was 
covered with healthy granulation tissue. This 
granulating surface was grafted on the day following 
removal of the sequestrum with Thiersch grafts. 

There were no changes in the respiratory, diges- 
tive, vascular or genito-urinary system. Muscular 


‘movements were made normally without any in- 


co-ordination. The patient complained of some 

numbness of the fingers, and also of some pain in 

the back, but there were no areas of anesthesia. 
Epwarp L. CorneELL. 


Dretzka, L. J.: Fractures of the Skull. J. Mich. 
St. M. Soc., 1918, xvii, 47. 

The location of the lesion and determination of 
the extent of the intracranial damage are of first 
importance in fracture of the skull. Operative 
interference is imperative in all cases of depressed 
fractures, compound fractures, simple fractures 
with evident symptoms of hemorrhage or intra- 
cranial pressure, and basal fractures with symptoms 
of increasing pressure. 

If depression is definitely localized and not 
extensive, linear incision will suffice; if not localized, 
the “U”’ horseshoe incision is employed. When it 
is impossible to localize bleeding which wells up 
into the field of operation, the area can be packed 
with gauze to arrest bleeding. The packing is 
removed in twenty-four hours. 

If the dura is extensively lacerated and its edges 
cannot be approximated, a fat or muscle implant 
may be resorted to, to cover the defect. In all 
basal fractures giving symptoms of increasing 
pressure it is advisable to resort to decompression. 
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The author presented in outline form the symp- 
toms and differential diagnosis of fractures involv- 
ing the vault and base of the skull. He also recorded 
a number of interesting illustrative cases. 

In conclusion the following statistics may be of 
interest: 

During the period between October 15; 1915, 
and December 1, 1917, 396 patients with fractures 
of the skull were admitted into the receiving hos- 
pital. Of this number, 186 were transferred to 
other institutions within twelve hours after ad- 
mittance. The mortality rate of the remaining 210 
cases was thirty per cent. One hundred and thirty-two 
cases out of the 210 required operative interference. 
From seventy to eighty per cent of the fractures 
of the vault involved the base as well. Thirty-five 
per cent of the 396 cases showed symptoms of 
alcoholic intoxication. M. A. BERNSTEIN. 


Cushing, H.: Notes on Penetrating Wounds of 
the Brain. Brit. M. J., 1918, i, 221. 


The author in taking up his duties in a hospital 
to which he was attached endeavored to make an 
estimate of: 

1. The operation mortality. 

2. The proportion to one another of simple scalp 
wounds, cranial injuries without dural penetrations, 
and craniocerebral wounds respectively among all 
the cases forwarded from the field ambulances on 
the front concerned, with an initial diagnosis of 
“head or scalp wound.” 

During the first two weeks of the three months’ 
period 49.3 per cent of the scalp wounds had dural 
penetration, of which one-third died without 
operation, the remaining two-thirds all being sub- 
mitted to operation, and exactly half of the patients 
dying, giving a 50 per cent operation mortality for 
wounds of this type. 

During the whole three months’ period there 
came under the supervision of the author’s team a 
series, 10.9 per cent of which proved to have 
merely scalp wounds, 23.7 per cent cranial wounds 
with intact dura, 60.7 per cent cranial wounds with 
dural penetration, and 4.5 per cent bursting frac- 
tures but with the dura and scalp both intact. 

It was the penetrating wounds with which the 
author was chiefly concerned and a serious effort 
was made to see whether the accepted mortality of 
50 per cent could not be lowered by improvement in 
technique and more intimate supervision of the 
individual case. Careful records have been kept 
of 225 cases, of which 6 died without operation; of 
the remaining 219, 133 proved to have dural 
penetration. These are divided into thirds 
corresponding to the consecutive months of the 
service: first 44 cases with 24 deaths, 54.5 per cent; 
second 44 cases with 18 deaths, 40.9 per cent; third 
45 cases with 13 deaths, 28.8 per cent. 

These percentages are practically end-results 
and seem to justify expecting 75 per cent of recov- 
eries in an advanced hospital. During the three 
months’ period an operation with certain technical 
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devices applicable to the average penetrating 
wound was gradually evolved, to which the lowered 
mortality percentage in the series can be ascribed. 
Aside from the principle of track suction, there is 
nothing new about the procedure. 

The main features of the operation lie in: 

1. The removal en bloc rather than piecemeal of 
the area of cranial penetration. 

2. The detection of the indriven bony fragments 
by catheter palpation of the track rather than by 
the exploring finger. 

3. The suction method of removal of the disor- 
ganized brain. 

4. The use of dichloramine-T in oils as an 
antiseptic. 

The routine pre-operative neurological study of 
the case, stereoscopic X-ray negatives, the shaving 
of the entire scalp, the invariable use of a local 
anesthetic, preferential radial (tripod) rather than 
flap incision, foreign body extraction with the 
magnet, closure of the wounds with buried sutures 
in the galea, the dressing of all serious cases in the 
operating room, all these steps were contributory 
to the successful outcome of the more severe cases. 

At the casualty clearing station team work is of 
prime consideration to eliminate all delay. Each 
team should have an extra table to support the 
stretchers and cases can be constantly fed in and 
the various examinations and pre-operative prep- 
arations carried on under the surgeon’s eye with 
little loss of time between operations. 

Serious cranial operations should not be under- 
taken without a preliminary neurological study. 
Without such an examination, an operator cannot 
be sure whether the paralyses which are sub- 
sequently observed were pre-existent or due to the 
surgical manipulations. The question of justifiable 
opening of an intact dura or the need of secondary 
operation for symptoms of presumptive abscess 
may depend entirely upon the original neurological 
symptoms. Stereoscopic radiograms are invaluable. 

The entire scalp should be shaved and sponged 
with alcohol and a bichloride of mercury solution 
instead of iodine or other staining solutions. 

About an hour before operation a sedative is 
given, usually one-third of a grain of omnopon. 
Fifteen to twenty minutes before operation the 
lines of the proposed incisions are infiltrated with 
I per cent novocaine and adrenalin, 15 drops to 30 
ccm. General narcosis increases intracranial ten- 
sion, increases bleeding from the scalp and en- 
courages rougher methods of operating, and it 
leaves many patients in a condition in which 
inhalation troubles are prone to occur. 

For ragged or gutter defects over the vault the 
author prefers the three-legged or tripod incision. 
When the three flaps are reflected, ample exposure 
for trepanation is afforded, and if the flaps are 
sufficiently undermined, come together without 
undue tension. 

The trepanation en bloc is done by trephining an 
opening to one side of the depressed area and with 


GENERAL SURGERY — SURGERY OF THE HEAD AND NECK 511 


rongeurs nibbling away bone until an opening of 
sufficient size has been secured. A more simple and 
satisfactory procedure is to encircle the area of 
depressed bone with a number of small punctures 
made with a perforator and burr and then to 
connect these with a linear cut. 

In penetrating cases the proper and thorough 
cleansing of the track is the most important step 
in the operation. 

The author has abandoned cutting away the 
torn, ragged margins of the dural opening, for it 
does not seem to be the source of infection. Reten- 
tion of disorganized cerebral tissue which lines the 
track and in which indriven bone fragments are 
embedded is more serious. 

A flexible, soft rubber catheter has proven satis- 
factory in determining the direction taken by the 
missiles and with it the narrowest track can be 
investigated with almost as great delicacy as by 
direct palpation. By attaching to the catheter a 
Carrel-Gentile glass syringe the softened brain 
may be sucked out, which should be repeated 
until the cavity is gotten as free as possible of 
disorganized cerebral tissue. At times pieces of 
bone come away in the eye of the catheter. 

The purposeful incision of the dura in the area 
of a dirty wound must be done only in those cases 
in which the neurological symptoms indicate a 
serious local loss of function or in which the un- 
damaged dura is tense and evidently overlies a clot 
or contused area. If under these conditions the 
disorganized matter is washed away until normal 
tension is restored and the membrane accurately 
closed, there is practically no risk of infection. 

Regarding the removal of retained missiles, the 
author considers the middle ground position 
safest, namely, always to extract a foreign body 
if it can be accomplished without increasing the 
damage already done when the missile is deep, 
and always removing superficial ones. Extraction 
with a magnet is the only justifiable method. 
After the track has been cleansed, a wire nail is 
introduced down to the foreign body and the 
magnet connected to the nail for withdrawal of 
the foreign body if it is magnetizable. 

The use of watery solutions of antiseptics in the 
brain is disappointing; however, the use of di- 
chloramine-T produced a notable diminution in the 
number of infections. V. C. Hunt. 


Foerster, O.: An Intramedullar Tumor Success- 
fully Removed. Berl. klin. Wchnschr., 1917, No. 14. 


Foerster successfully removed an intramedullar 
tumor from a man of forty years. The disease 
began with urinary disturbances. Six months later 
there was complete spastic paralysis of both lower 
limbs with exaggerated reflexes and clonus; ab- 
dominal and cremasteric reflexes were lacking; 
there was complete retention of urine, and flaccid 
paralysis of the upper limbs. All the muscles in- 
nervated from the first dorsal segment and from 
the seventh and eighth cervical segments were 


completely paralyzed, while the muscles innervated 
from the sixth cervical and above were completely 
intact. The Wassermann reaction of the blood 
and cerebrospinal fluid was negative; the latter 
was strongly increased in albumin and xantho- 
chromia. 

Laminectomy of the third to the seventh cervical 
vertebre and of the first and second dorsal was done. 
The dura was tense and on incision much fluid 
issued. The tumor was not found to be extra- 
medullar, the medulla being normal on the exterior. 
On incision of the posterior cords longitudinally on 
the right side, an intramedullar tumor was found, 
its greatest width corresponding to the eighth 
cervical segment. It extended upward to the fifth 
and sixth, and below to the second dorsal. The 
tumor was removed easily and the dura, muscles, 
etc., sutured. Recovery followed. Microscopically 
the tumor was a glioma. 

‘By degrees mobility of the limbs returned, but 
there is some ataxia. In the left arm all paralyzed 
muscles have recovered their function. In the 
right arm the greater part of the muscles have 
their functional capacity restored; there is still 
some paralysis of the thumb and of the fourth and 
fifth fingers. Bladder troubles have ceased. It is 
now one and one-half years since the patient was 
operated upon; improvement continues and there 
is no sign of recurrence. . W. A. BRENNAN. 


Conkey, C. D.: Ocular Symptoms of Brain Tumor. 
J.-Lancet, 1918, xxxviii, 70. 

Conkey discusses the symptomatology of brain 
tumor from the standpoint of the ophthalmologist 
and aurist. He says that there are some classical 
symptoms that are common to all brain tumors 
and there are others that are dependent upon the 
region in which they are located. To the first 
group belongs that group of symptoms which, 
when existing together, are strongly indicative of a 
brain lesion causing pressure. This group consists 
of nausea and vomiting, headache, slow pulse, 
general convulsions, and choked discs. In the 
great majority of cases such a train of symptoms 
indicates the presence of a new-growth, though 
they may be present in brain abscess, meningitis, 
or tubercular deposits. Choked disc is the most 
valuable symptom, existing in 90 per cent of all 
cases of brain tumor in some period of its history. 
It frequently exists when no other symptoms are 
present. Its presence should arouse suspicion of the 
presence of a growth of some kind in the cranial 
cavity, but it is not always pathognomonic because 
a few spinal cord lesions may produce it, such as 
disseminated sclerosis, acute myelitis, tetany, and 
multiple neuritis. 

He reports a case of an infant of six months with 
a complete paralysis of both arms and legs. The 
diagnosis of the attending physicians was poliomye- 
litis located high up in the cord. Examination of the 
eye-grounds showed a marked choked disc in each 
eye. He fails to state the outcome of the case or 
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whether the diagnosis of the attending physicians 
proved correct. 

Choked disc has also been reported as occurring 
in some of the exanthemata, and also in typhus 
fever, diphtheria, influenza and whooping cough, 
albuminuria, diabetes, scrofula, and anaemia. He 
says the location of the brain tumor seems to 
greatly influence the choking. Tumors of the frontal 
lobe rarely produce choked disc, and tumors of the 
cerebellum nearly always do. As a general rule, 
tumors of the brain are known to produce choked 
disc in increasing proportion the farther they are 
located from the frontal region, and in decreasing 


proportion the farther they are located from the, 


cortical region. 

He states that nystagmus is another valuable 
symptom of cerebellar tumor. It is usually of the 
vestibular type where the eye moves from side to 
side with a slow movement in one direction, followed 
by a quick movement in the opposite direction. | 

Vertigo, inco-ordination, ataxia on the side of 
the lesion, diadokokinesis, loss or impairment of 
the arthrodial sense, and disturbance of equilibrium 
are also found in cerebellar tumors. Hemianopsia is 
one of the most valuable signs pointing to brain 
lesion. It may be produced at any point from the 
optic chiasm to the occipital lobes. 

When paralysis of the cranial nerves occurs in 
association with homonymous hemianopsia, it is in 
favor of a growth below the occipital lobes. Tumors 
of the pituitary body are easily confounded with 
those of the occipital lobes. They can be differ- 
entiated by reason of the fact that the hemianopsia 
of the occipital lobes is homonymous and that of 
pituitary tumors is usually bitemporal. 

Tumors of the pons produce numerous and diver- 
sified symptoms, owing to the numerous important 
structures crowded together in this vital region. 
When the tumor is confined to one side of the pons 
it may cause a paralysis of the sixth nerve,.the 
trigeminus, and the facial on the same side, causing 
loss of power of the external rectus muscle and a 
part or an entire side of the face. When the tumor 
lies low in the pons, branches of the acoustic nerve 
may become involved, producing deafness on the 
same side. 

In those cases where several of the ocular nerves 
are involved, causing multiple paralysis, the lesion 
must be in the base of the brain in the middle 
cerebral fossa, for it is only in this region that all 
the ocular nerves could be encroached upon by a 
new-growth. 

He reports several cases illustrating the different 
varieties of brain tumors. G. W. Hocarein. 


Hassin, G. B.: Histopathological Studies on Brain 
Abscess. Med. Rec., 1918, xciii, gr. 

The author describes two kinds of brain abscess: 
one a diffuse infiltration of the brain tissues with 
pus; the other an encapsulated abscess. He reports 
mone | describes the histological elements found in 
each. 
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In the first variety he found: (a) polymor- 
phonuclear leucocytes; (b) Mechnikoff’s macro- 
phages; (c) polyblasts; (d) plasma cells. 

Ordinary brain tissue cells were either absent 
or greatly changed. Nerve fibers were much less 
changed. 

In the encapsulated case the pus consisted of 
granular bodies and a few polymorphonuclears. 
The abscess wall consisted of three layers. The 
inner layer consisted of collagenous fibers without 
interspaces and very few vessels; the middle zone 
was thicker, rich in capillaries, plasma cells, 
polyblasts, fibroblasts, and clasmatocytes; the 
third layer showed many clasmatocytes, old con- 
nective tissue, large fibroblasts about the vessels, 
plasma cells, and polyblasts. 

The author believes that these various pathologic 
cells are all derived from the blood-cells and he 
claims that the transitions have been seen in 
various instances. H. J. VAN DEN BERG. 


Long, J. W.: Traumatic Brain Surgery. South. M. 
J, 1928, xi, 31. 

Long classifies brain injuries as: (1) brain traumas 
without visible wounds; (2) scalp wounds with no 
apparent fracture; (3) tangential, or gutter, fractures 
of the skull; (4) depressed fractures of the skull 
from direct blows; (5) penetrating wounds of the 
brain classified as: (a) puncture wounds, as from 
a bayonet, (b) wounds from a missile, as a bullet, 
lodged in the brain, (c) through-and-through 
wounds. 

The results of brain trauma are: (1) death, imme- 
diate or within a few hours; (2) shock, concussion 
and compression; (3) increased intracranial pres- 
sure due to (a) shock, (b) haemorrhage, (c) oedema, 
(d) infection; (3) infection due to (a) meningitis, 
(b) ependymitis, (c) cerebritis; (4) cerebral hernia, 
or fungus. 

The treatment of brain traumas consists of pri- 
mary cleansing of the wound; removal to a hospital 
for operation; taking of X-ray pictures; excision of 
the scalp and bone wounds; discriminating removal 
of foreign bodies; covering of the exposed brain; 
complete or partial closure of the wound; only 
superficial drains, except in the case of abscess; 
lumbar puncture, repeated as indicated; pro- 
longed rest in bed. 

This rapid survey of conditions found in brain 
trauma leads irresistibly to the conviction that 
the three great things with which the brain surgeon 
has to contend are: first, increased intracranial 
pressure; second, infection; and third, cerebral 
hernia. P. G. SKILLERN, JR. 


Morpurgo, B., and Ferrio, L.: Meningococcic 
Septicemia Without Meningitis (Setticemia 
meningococcica senza fenomeni di meningite). 
Gior. d. Accad. di med. di Torino, 1917, \xxx, 386. 


Cases of true so-called meningococcic septicemia 
are very rare. 


The author refers to a few cases 
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reported in literature of a low remittent fever, 
unaccompanied by meningitic phenomena in which 
the presence of meningococci in the blood was 
shown. 

The author reports such a case of remittent fever 
with a species of purpura somewhat like that which 
is termed “spotted fever.’’ There were no menin- 
gitic phenomena. Repeated blood cultures showed 
the presence of organisms with all the characteristics 
of meningococci. W. A. BRENNAN. 


Segura, E. V.: The Treatment of Hypophyseal 
Tumors (Tratamiento de los tumores de la hipofi- 
sis). Rev. Asoc. méd. argent., Buenos Aires, 1917, 
XXVii, 984. 

Segura reviews the various operative methods of 
approaching and removing tumors of the pituitary 
body. In his own practice he adopts Hirsch’s 
method with a slight modification, which consists 
in detaching one of the. mucous membranes in order 
to render the sphenohypophyseal cavity accessible 
by a nasal fossa. This modification he thinks very 
important when treating neoplasms originating 
from the sella turcica which become extrasellar, 
penetrating into the cerebral cavity and conse- 
quently incapable of total extirpation. The modi- 
fication is also applicable to those cases in which, 
although the tumor is intrasellar, it has a tendency 
to recur. By preserving an easy open route of 
access to the sphenoid cavities and keeping in con- 
tact with the sella turcica the operation provides 
the best means for later application of radiotherapy 
when this is indicated. 

In his last seven operated cases by this technique 
Segura obtained excellent operative results; all 


healed by first intention and in a very short time. ' 


W. A. BRENNAN. 
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Patel, M., and Arcelin, M.: Extraction of Foreign 
Bodies from the Upper Part of the Prevertebral 
Region (Extraction des corps étrangers de la 
partie haute de la région prévertébrale). Rev. de 
chir., Par., 1917, liii, 640. 

The authors point out the difficulty of extracting 
projectiles from the upper part of the prevertebral 
region, in the neighborhood of the base of the 
cranium. They have had to operate in six such cases, 
details of which they give. The diagnosis is made 
clinically and the localization is confirmed by a 
series of radiologic examinations. 

The prevertebral region may be approached by 
these routes: 

1. Pharyngeal route: The incision is made in 
the posterior wall of the pharynx. This route, 
although apparently easy, is not so. The depth of 
the region, hemostatic difficulties, and the diffi- 
culty of keeping the head in good position are oppos- 
ing factors. 


2. Cervical route: The incision is cervical on 


the anterior edge of the sternomastoid, similar to 
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that for ligature of the external carotid. The 
prevertebral region can be reached by passing 
inside the vessels and stripping the posterior 
pharyngeal wall. But the route is difficult and very 
dangerous owing to tearing of the peripharyngeal 
plexus. The authors think this route should be 
avoided. 

3. Cervical route. This is especially the route 
of choice, and it permits direct access to the pre- 
vertebral region by drawing the vessels and nerves 
forward. The incision starts from the posterior 
edge of the mastoid, -follows the border of the 
sternomastoid until this muscle is crossed by the 
external jugular vein. It then ascends as far as 
the occipitalis and sufficiently deep to allow section 
of the splenius. The splenius is sectioned at its 
insertion in the mastoid. This is important, as the 
splenius is the key to the prevertebral region, and if 
it is intact, exploration is extremely difficult. The 
vessels and nerves with the internal jugular as 
adjacent nuclei are gently liberated and together 
with the sternomastoid are strongly retracted ver- 
tically by an assistant. When these preliminaries 
have been executed, the surgeon can easily explore 
the prevertebral region with the right index finger. 
Adhesions can be separated with a sound. When 
the projectile is discovered, it is extracted by 
forceps. 

In their six cases the authors had only one opera- 
tive accident, namely, an injury to the internal 
jugular. Radiograms showing the position of the 
projectile are given for each case. 
W. A. BRENNAN. 


Terry, W. I.: Operative Treatment of Goiter. 
Northwest Med., 1918, xvii, 20. 


It should be remembered that iodine should be 
cautiously used in the treatment of any goiter. 
Adenomata are not curable by medicine or by 
X-ray. 

The treatment of exophthalmic goiter should be 
carried out by the physician and surgeon co-operat- 
ing for the good of the patient. Medical.treatment 
is seldom permanent and surgery is necessary to 
effect a cure. Each case should be studied in- 
dividually and an operative time selected during a 
stage of comparative quiescence. The psychology 
of the patient should be analyzed and every effort 
made to eliminate fear. Ligation of one or more 
thyroid arteries is often advisable preceding re- 
section. 

The Kocher collar incision is used. The sterno- 
hyoid and sternothyroid muscles are separated 
longitudinally in small goiters and divided trans- 
versely high up in the large types. It is well to leave 
portions of both the inferior and superior poles so 
that the parathyroids will not be imperiled. The 
recurrent laryngeal nerve should be avoided by 
leaving the posterior sheath of the thyroid. Adeno- 
mata may be shelled out, and all such tumors should 
be removed; otherwise a recurrence is likely. 

The divided ribbon muscles must be sutured and 
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the platysma carefully approximated. Drainage is 
not necessary if hemostasis has been good, but 
where a large raw surface of the gland is left, a small 
folded rubber dam drain is best. As to the secretion 
of the thyroid causing toxic symptoms by absorbtion 
from the wound, the author thinks the idea a myth. 


SURGERY OF 


CHEST WALL AND BREAST 


Lockwood, A. L., and Nixon, J. A.: War Surgery of 
the Chest. Brit. M. J., 1918, i, 105, 145. 


This article is another evidence of the general 
trend in the direction of more active surgical meas- 
ures; and the authors emphasize the fact that any 
discussion upon war surgery of the chest must now 
include abdominothoracic as well as_ thoracic 
wounds. There is some danger at present of radical 
operation being performed in some cases in which 
it is neither necessary nor indicated, and this is 
especially true of pure haemothorax. Unless sur- 
geons are able to keep their cases under observation 
until convalescence is complete, it is impossible 
for them to form correct conclusions as to the value 
and ultimate results of their treatment. 

The authors were able to do this during the entire 
Somme offensive from July, 1916, and the same has 
been the case since August, 1917. Such opportu- 
nities have not existed in any other British front unit. 

Up to the middle of 1916, wounds of the chest 
were for the most part treated expectantly, later 
operations being dependent upon whether or not 
infection supervened. 

At the advanced dressing stations cases of open 
pneumothorax are greatly improved within an hour 
or two if the wound is carefully cleaned without 
an anesthetic and the skin sutured with silkworm- 
gut through a plug of gauze so that there is no 
leakage of air. After such temporary treatment 
patients must be sent to the casualty clearing 
station. At the latter they are placed between 
warmed blankets and are given hot drinks but no 
stimulants. Continuous proctoclysis of sodium 
bicarbonate and glucose, 5 per cent of each in water, 
is started and intravenous sodium bicarbonate, 2 
per cent, is given if required. In severe cases blood 
transfusion is performed. Urgent dyspnoca from 
hemothorax or pneumothorax must be relieved 
before operation by aspirating. If fresh hamor- 
rhage is suspected, the aspiration should be partial 
and combined with oxygen replacement. 

If the active resuscitation just outlined can be 
carried out and the services of an expert radiographer 
are available, then surgical measures which these 
cases require should be attempted, provided also 
that the physical signs can be carefully studied, and 
finally that most perfect asepsis can be secured. 

Operation is especially indicated where: (a) 
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Terry reports 445 operations on 425 patients, 
with 10 deaths. There are 161 simple and 264 hyper- 
thyroidism cases. The mortality occurs entirely 
in the hyperthyroid cases. Among the patients, 
12 per cent are males and 88 per cent females. 

Car R. STEINKE. 


THE CHEST 


early evacuation will not be necessary; (b) injury 
of the diaphragm is suspected; (c) open pneumo- 
thorax exists; (d) a badly crushed chest is found 
even though there is no external wound; (e) a large 
missile has transversed the pleural cavity, whether 
lodged in the chest wall, pleural cavity, lung, 
mediastinum or pericardium; and finally (f) on all 
very acutely infected cases although the missile 
is not retained. 

Repeated X-ray examination is essential during 
the progress of the case. An aluminum-topped com- 
bined operating and X-ray table of the Bonnette 
Eclipse du Dessane is of the greatest service. The 
physical examination should at first be limited to 
ascertaining whether an immediate operation is 
advisable or possible. If the missile has traversed 
the mediastinum and traversed both sides of the 
chest, early operative treatment should never be 
undertaken. The presence of considerable surgical 
emphysema obliterates or distorts every other 
physical sign except the position of the heart. 
The authors have only observed the condition 
of massive collapse of the lung upon the non- 
injured side in very few cases. Only local anesthesia 
must be used in cases with bronchopneumonia on 
the uninjured side. 

Signs of involvement of the heart or pericardium 
do not constitute a contra-indication to operation. 
The level of dullness does not indicate the size of 
a haemothorax and bronchial breathing is not un- 
common over a hemothorax. The latter may occur 
although the pleura has not been penetrated. Signs 
of increasing effusion after twenty-four or forty- 
eight hours are scarcely ever due to active hamor- 
rhage and the authors have only seen recurrent 
hemorrhage in five cases. 

The patient is given omno-scopolamine, one 
ampule, an hour before operation, and if not sleep- 
ing, is given one-half an ampule half an hour be- 
fore being taken to the operating room. A half 
sitting posture with the injured side dependent is 
the most comfortable. If he cannot be so placed, 
the lung should be grasped with a forceps of the 
Collin pattern immediately on opening the thorax 
and sufficient traction made to correct the dis- 
placement of the mediastinum. 

Local anesthesia is used until the hand is inside 
the chest, or if the patient is restless, then only 
light nitrous oxide. The most serious cases can be 
thus operated upon, and better control of movements 
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of the lung, mediastinum and diaphragm is per- 
mitted. The two-stage operation is only possible 
with this method of analgesia. Ether should never 
be used. Unless primary union is obtained, the 
patient is worse off; hence bold and thorough ex- 
cision of the wound area is necessary. 

After the track of the missile is excised, gloves 
and instruments are changed and the skin again 
cleansed and fresh towels applied. When the 
position of the wound will permit, resection of the 
fourth rib from the mid-clavicular to the posterior 
axillary line furnishes the easiest access to the 
thorax. One must be careful not to increase shock 
by too powerful a retraction. 

Mop out the chest, check fresh bleeding and then 
look for laceration of the diaphragm. On the right 
side, excise the track of the missile widely enough 
to expose the liver, remove the missile if t is in the 
liver, and cleanse out its track with a curette and a 
swab wrung dry out of saline and ether. If oozing 
occurs, insert deep catgut sutures. The very low 
resistance of the hepatic tissues to infection makes 
it important to remove all sources of infection. 
Close the wound in the diaphragm, but do not suture 
the diaphragm to the chest wall, as advised by 
DePage. If other viscera of the abdomen are in- 
jured, deal with these through an abdominal in- 
cision. 

Now the lung, held by a Collin forceps, is brought 
into the opening and the missile or fragment of rib 
removed and the track in the lung closed, using a 
non-cutting blunt needle. Partial lobectomy may 
be necessary if there is extensive laceration. If 
an open bronchus is found, it can be closed by crush- 
ing and ligation. Care should be taken to remove 
all blood-clots, pieces of cloth, fragments of bone, 
etc., from the thoracic cavity. This can be done 
better by sponging than washing out, first with sa- 
line, then with warm ether swabs. 

Always close the chest unless there is extensive 
gas gangrene of the lung. Do not waste time on the 
parietal pleura as it can be included in muscle 
sutures. The chest must be hermetically closed 
with the first layer of muscles or else pocketing will 
occur, pleural effusion accumulate, the incision will 
break down and the operation fail. Keep a thick 
sponge in the pleural wound during the entire 
operation except when the hands are actually in the 
chest. A 7-inch adhesive strip is of great aid in 
keeping on the dressing, leaving the sound side 
free. Keep the patient semirecumbent, inclined 
toward the injured side. 

A two-stage operation is indicated if the exit and 
entrance wounds are wide apart, where gross lesion 
of the bone or extensive destruction of the tissues 
necessitates an extensive operation of both wounds. 
In such a case, enter the chest through the wound 
giving freest access to the pleural cavity and to the 
part probably damaged. Operate as outlined above, 
but leave the patient on the table surrounded by 
hot water bottles, giving intravenous sodium 
bicarbonate or blood transfusion if required, or 


sodium bicarbonate and glucose, 8 ounces per 
rectum. If the patient is restless, give half an am- 
pule of omnopon and then in one to two hours deal 
with the other side; paravertebral anesthesia 
is often unnecessary here, only local sufficing. Bi- 
lateral lacerations of the diaphragm should be dealt 
with by a two-stage method. 

Injuries of the heart and pericardium are best 
dealt with by a parasternal flap of the fourth and 
fifth, or the fifth and sixth costal cartilages, de- 
pending on the probable site of the lesion. This 
route also gives free access to the pleural cavity. 
If the missile has passed through the pleural cavity 
and lodged in the mediastinum, especially high up, 
it is wise to enter the mediastinum through the 
sternum. Remove the missile, cleanse the bed and 
track thoroughly and close the pleural opening to 
prevent any leakage from the mediastinum into the 
pleural cavity. It is hard to deal with the mediasti- 
num through an ordinary costal incision. 

Phrenic, nerve injury is the cause of many early 
deaths on the battlefield. 

Postoperative treatment requires frequent change 
of position, but the injured side should be kept 
dependent. Give plenty of opiates, also glucose 
and sodium carbonate, 5 per cent of each. The pa- 
tient should sip 8 ounces of a 2 per cent glucose 
solution every two hours. Aspiration is done as a 
routine after eighteen hours and on the third day. 
Keep the patient in the open air as much as possible. 
Explore the chest often to prevent fluid from ac- 
cumulating. No reliance is to be placed on physical 
examination, only on the X-ray and exploration. 

Good team work between the surgeon, the 
physician, the X-ray man and the anesthetist is 
essential. D. N. EISENDRATH. 


Hutchinson, W.: The Treatment of Wounds of 
the Chest, with Special Reference to Infected 
Hzemothorax. Bril. M.J., 1918, i, 196. 


Four classes of chest wounds should be distin- 
guished. They are: 

1. Non-infected haemothorax or pneumohemo- 
thorax. 

2. Open pneumothorax. 

3. Infected haemothorax. 

4. Foreign body in the lung or the pleural 
cavity. 

Treatment in simple non-infected haemothorax or 
hamopneumothorax consists in merely aspirating 
the blood from the pleural cavity. This should be 
done if dullness extends more than two finger- 
breadths. Of 450 cases in the author’s series, 368 
were aspirated. A fair sized trocar is used after 
cocaine anesthesia and a small knife slit in the 
skin. If there is a large amount of blood clot, the 
author believes the chest should be opened, the 
blood and clots aspirated, and tight closure made 
with a final aspiration of retained air. If blood is 
allowed to remain a long time, the lung becomes 
bound down by adhesions and a large proportion 
eventually becomes septic. 
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Open pneumothorax is treated by prompt clos- 
ure after cleansing of the wound and pleura. Shock 
and danger of infection is greatly diminished by 
this procedure. If there is likelihood of infection, 
3 ounces of 1:5,000 flavine solution is left in the 
chest. 

In infected hemothorax it is impossible to 
aspirate the clot which contains the infection. It is 
also impossible to sterilize the clot by any known 
method. <A thoracotomy is therefore done under 
nitrous oxide and oxygen anesthesia. The hand is 
inserted, light adhesions are broken down and the 
clot removed. The cavity is washed out with 
saline solution and the chest closed, mopping a small 
quantity of antiseptic over the lung and pleura. 

The serum that collects and air left in are aspirated 
in forty-eight hours. Three or four aspirations are 
necessary during convalescence. Eusol, “bipp,”’ 
flavine and saline have been variously used in 
treating 29 cases in this manner. Certain types of 
infection seem to lend themselves to this form of 
treatment better than others. Thus of 11 cases of 
bacillus aerogenes capsulatus infection, only 3 had 
to be reopened. Of 7 cases of streptococcus infec- 
tion, 6 were reopened. Of the whole group of 29 
cases, 13 were reopened. 

The treatment of a foreign body in the lung or 
pleural cavity must vary with the three types of 
hospitals, e.g., the casualty clearing station, the 
base hospital in France and the base hospital in 
England. As a result of experience with 450 cases 
and from reports from other surgeons, Hutchinson 
is convinced that no attempt should be made to 
remove a foreign body from the lung while the 
patient is in a base hospital in France. 

Of 27 deaths that occurred in this series, 11 
died of septicemia, and four due to pocketing, all 
in drained cases. Gas gangrene of the chest wall 
was present in three cases. C. A. HEDBLoM. 


Eastman, J. R.: Wounds of the Thorax in War. 
Med. Rec., 1918, xciii, 265. 


Non-penetrating wounds involving the super- 
ficial chest coverings may be associated with injury 
of deep structures. They are cleansed and covered 
with dry or moist antiseptic dressings. Non- 
penetrating wounds involving the deeper structures 
of the chest wall are nearly always infected and 
may be serious when there is injury of the internal 
mammary artery, the symptoms of which are: 
general signs and symptoms of hemorrhage; severe 
hemorrhage from a wound traversing the course of 


an artery; difficulty and pain in swallowing; extra’ 


pleural hematoma evidenced by flat percussion 
note; hematemesis absent. The wound should be 


enlarged by an incision parallel to the costal car- 
tilages and both ends of the vessels ligated. If the 
ends cannot be found, make other transverse 
incisions above and below to ligate both ends. 
Treatment of deep non-penetrating wounds of the 
chest wall consists in the removal of foreign bodies 
and the maintenance of antisepsis, to which is 


chest. 
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added strapping of the chest to provide immobil- 
ization. 

Penetrating wounds of the chest wall may be 
associated with fracture of bone; may involve the 
pleural cavity, the lung or other organs of the 
Partial fractures of the rib receive ambulant 
treatment unless associated with haemothorax or 
pneumothorax. Complete fracture should be 
treated in the recumbent posture. Extensive 
emphysema may be reduced by introducing one or 
more aspirating needles and allowing them to 
remain for several hours. In threatened emphysema 
an incision down to the fractured rib should be 


_ made under local anesthesia to allow escape of the 


air. In penetrating injuries involving the pleura to 
the exclusion of the lung, the principal symptoms 
are those of haemothorax or pneumothorax or both, 
with dyspnoea but without hemoptysis. The 
common complications are pleuritis and empyema. 
The symptoms in chest injuries involving the lung 
are those of shock, haemothorax and pneumothorax 
with cutaneous emphysema, hemoptysis, pain, 
cough and dyspnoea. 

The primary treatment of penetrating chest 
wounds consists of control of external bleeding, 
cleansing of the external wound, application of a 
sterile or antiseptic dressing, rest with the chest 
elevated, heat and morphine. In cases manifesting 
shock, proctoclysis and subcutaneous or intravenous 
injections of normal saline solution are to be used 
promptly. Primary operative intervention for 
control of bleeding of the pulmonary vessels has in 
the main given way to conservative or expectant 
treatment, though some have made thoracotomies. 
In clean-cut bullet wounds, the preponderance of 
opinion favors conservatism. 

The author then considers the common complica- 
tions of penetrating chest wounds. Hzmothorax 
may be sterile or septic. Sterile haemothorax is 
treated in the field by the application of a sterile 
dressing to the wound, strapping of the chest, 
and administration of morphine. Later the prin- 
cipal indication of treatment consists in rest in 
bed. If the accumulation of blood is extensive, 
then aspiration may be performed. After the danger 
of bleeding has passed the patients should be 
exposed to fresh air and sunshine. Absorption may 
be promoted by electric light baths and breathing 
exercises. Artificial pneumothorax is recommended 
in obstinate cases to loosen adhesions and promote 
absorption. 

Treatment of septic haemothorax consists chiefly 
in thoracotomy with removal of the infected fluid 
and subsequent irrigation. When empyema is 
present, thoracotomy with rib resection is required 
for drainage. Lung hernia when fresh should be 
reduced by pressure after disinfection of the external 
wound. If one or more ribs offer resistance to 
reposition they should be resected. The sudden 
entrance of air into the pleural space* should be 
prevented by the use of gauze compresses. If the 
lung hernia is several hours old and the external 
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lung tissue is collapsed or gangrenous, it may be 
excised by ligating it en masse with silk, then 
dividing it distal to the ligature with actual cautery. 

Concerning pleuritis, pneumonia, and_ bron- 
chitis it is noted that they appear frequently after 
chest injury. Lung abscess and gangrene are rare. 
Extensive lacerations of the heart may occur. 
Wounds of the pericardium cause hemorrhage with 
accumulation of blood in the pericardial sac, causing 
pressure on the heart and symptoms very like 
injury of the heart itself. Treatment consists in 
removal of the blood and ligation of the bleeding 
vessels. Pus in the pericardial sac requires ample 
drainage. 

Injuries of the large vessels of the chest are prac- 
tically always immediately fatal. Injuries of the 
thoracic duct often lead to fistula and chylorrhoea 
or chylothorax. Wounds of the diaphragm are of 
interest in connection with associated injury of 
‘other organs. Violent compression of the thorax 
may produce hemorrhages from the small veins of 
the head and neck with ecchymoses into the con- 
junctiva and ear-drum. Lodged bullets in the 
chest should not be removed unless they are super- 
ficial or are causing untoward symptoms by their 
presence. FE. B. FREILIcH. 


Dobson, J. F.: A Preliminary Note on the Treat- 
ment of Infected Hzemothorax. Brit. M. J., 
1918, i, 148. 


Dobson says resection of the rib, the evacuation 
of fluid and clots, the removal of foreign bodies 
when possible, and immediate closure of the wound 
is ideal and is being more and more widely adopted 
at the casualty clearing stations, but is only applic- 
able in the earliest stages of the infection. When 
symptoms recur, these patients very rapidly become 
seriously ill. Those cases where infection has passed 
beyond the contents to the walls of the pleural cav- 
ity cannot be treated in this way. 

Dobson uses a special silver cannula without a 
terminal aperture but twelve small lateral holes. 
The eighth rib is resected, Tuflier’s rib spreader 
inserted, the pleural cavity wiped out, the foreign 
body removed and other complications dealt with. 
The cannula is then inserted through the third or 
fourth interspace about, or external to, the mam- 
mary line. The original incision is then closed 
around a tube long enough to reach into a bottle of 
antiseptic fluid and the cavity is then irrigated 
every two hours with Carrel-Dakin solution. 
The infection is quickly controlled, the lung ex- 
pands well, and the general condition improves 
rapidly. 

Certainly at present the treatment of badly in- 
fected haemothorax does not give good results. 
Many cases discharge for a long period and only 
heal after much falling in of the chest wall or after 
wide resection of the ribs. If the lung does not 
expand, the author does not hesitate to reopen the 
wound, free the adherent lung and close the chest. 

D. N. EIseNnDRATH. 
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Stoney, R. A.: The Modern Treatment of Empyema 
by Antiseptics. Brit. M. J., 1918, i, 198. 


Acute empyema is easily cured by simple surgical 
methods. Through neglect or inefficient surgical 
treatment the lung and diaphragm become covered 
by granulation tissue which by its further develop- 
ment into fibrous tissue renders the cavity non- 
collapsible and chronic empyema results. This 
condition is difficult or impossible to cure even by 
extensive Estlander or Schede thoracoplasty. 

Most if not all cases can be cured without resort- 
ing to such dangerous and mutilating operations, 
because it is not necessary to obliterate the pleura 
space but merely to render its walls sterile, and 
this is possible by frequent washings with hypo- 
chlorite solution. The treatment is not dangerous 
provided a free exit for the fluid is provided. 

The earlier the treatment is instituted, the sooner 
and more surely will a cure be obtained. The open- 
ing is most suitably made by removing one inch 
of the eighth rib in the scapular line. Three illus- 
trative cases are reported. C. A. HepBiom. 


Gatellier, I.: Acute Mediastinal Emphysema of 
Traumatic Origin (L’emphyséme médiastinal 
aigu d’origine traumatique). Bull. et mém. Soc. de 
chir. de Par., 1918, xliv, 74. 

Nine observed cases and 11 investigations on 
cadavers have given Gatellier the opportunity to 
study the technique, treatment and pathogenesis of 
mediastinal emphysema. In 209 wounds he has 
observed 5 cases of acute emphysema of the medi- 
astinum. 

The symptomatology of acute traumatic medias- 
tinal emphysema differs from that of acute emphy- 
sema which is observed in children in the course of 
whooping-cough and bronchopneumonia. Gatel- 
lier has never observed either obliteration of the 
intercostal spaces nor crepitation synchronous with 
cardiac systole in the precordial region. Consid- 
erable circulatory disturbance with cyanosis and 
intense dyspnoea are the fundamental symptoms, 
with the appearance of gaseous infiltration above 
the sternum. 

A wound of the chest, intense dyspnoea, distur- 
bance of the venous neck and facial circulation, and 
the finding of an elastic episternal notch cushion 
without cervicofacial emphysema are, according to 
Gatellier, the first symptoms which call for imme- 
diate surgical intervention. 

In 5 experimental investigations of emphysema 
Gatellier made a direct insufflation of the mediasti- 
num by the eighth intercostal space. He produced 
a mediastinal infiltration ascending toward the neck. 
In 5 other cases by producing a subcutaneous 
emphysema he was not able to produce infiltration 
of the mediastinum. 

He propounds two different pathogenetic theories: 
(1) when pneumothorax is created in the course of 
an onset of cough the mediastinal pleural tear is 
enlarged and a valve is established which causes 
progessive insufflation of the mediastinum; or (2) 
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in the region of the pulmonary tear an interstitial 
emphysema is constituted which in its progression 
invades the mediastinum. Gatellier especially 
remarks that mediastinal emphysema always begins 
with the mediastinum and progresses always from 
the thorax to the neck. 

In treatment Gatellier insists that the -only 
method to remedy emphysema is a direct interven- 
tion which permits evacuation of the mediastinal 
air. A suprasternal incision alone reaches the 
mediastinal cavity. He rips the aponeurosis, pene- 
trates the peritracheal and peri-cesophageal anterior 
and posterior spaces. The technique is described. 
It must be fully and thoroughly carried out or it 
will not give results. Both anterior and posterior 
mediastinal spaces must be reached directly. If 
properly done, it generally brings about recovery. 

W. A. BRENNAN. 


TRACHEA AND LUNGS 


Tilley, H.: The Treatment of Foreign Bodies in 
the Lower Air Passages and the (sophagus, 
or the Direct Method. Lancet, Lond., 1918, cxciv, 
283. 

The general term “endoscopy” includes those 
methods by which a direct inspection may be made 
of the lower air passages, the oesophagus, and 
stomach. 

The mode of access of foreign bodies to air pas- 
sages is by inhalation, during ill-timed inspiratory 
effort, or during anesthesia or unconsciousness 
from other cause. Impaired muscular activity or 
sensation from tertiary syphilis, malignant disease 
or tuberculous ulceration may be contributing 
causes. Foreign bodies in the cesophagus are 
lodged there during swallowing. 

There may be no history of the accident. Cough 
and dyspnoea when present indicate a foreign body 
in air passages. Difficulty in swallowing points.to 
the cesophagus. A foreign body may be present 
in the absence of symptoms. A pin impacted in 
the larynx thirteen years caused only occasional 
fits of coughing. The only symptom may be a foul 
breath. A large foreign body in the oesophagus may 
mislead the surgeon to perform tracheotomy because 
of dyspnoea and stridor due to pressure on the 
trachea. 

The early symptoms, however, are as a rule 
sufficiently characteristic and localizing. In general 
the symptoms are: (1) obstructive, from the size of 
the foreign body or from spasm; (2) irritative, pro- 
duced by the presence of the foreign body; or (3) 
inflammatory. 

Foreign bodies lodged in tonsils or pillars of the 
fauces produce pain of a pricking nature felt most 
on swallowing. In the pharynx a large bolus of food 
may lodge and cause difficulty in swallowing and in 
breathing. Smaller and sharper foreign bodies may 
cause dysphagia and inflammation. In the larynx 
intense croupy cough, dyspnoea and aphonia are 
the common and immediate symptoms. A large 
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object may produce sudden death by obstruction 
and by spasm. Small sharp objects lodging in the 
aryepiglottic folds may cause pain, inflammation 
or abscess formation. 

A small foreign body in the trachea may produce 
no symptoms, unless it is in the sensitive subglottic 
region when violent coughing and laryngeal spasm 
are characteristic. In the bronchus, if there is no 
obstruction there may be no symptoms until 
irritation or inflammation is set up. Complete 
obstruction of the bronchus will involve retention 
of secretion followed by bronchiectasis, septic 
pneumonia, abscess or gangrene. Hemoptysis and 


pyrexia occur late and are uncommon. Unilateral 


bronchiectasis in a child should always excite 
suspicion of a foreign body in a bronchus. 

In the cesophagus the vast majority of foreign 
bodies lodge in its upper third opposite the upper 
thoracic aperture. A small foreign body may cause 
obstruction through spasm or through damming 
back of food. Dyspnoea, cough, and finally a fistula 
between trachea and oesophagus may result. 

In a suspected case, besides the history a local 
and general examination of the neck and chest, 
radioscopy and endoscopy must be made. X-ray is 
of great importance and may help in localization by 
showing secondary lesions even when the foreign 
body does not obstruct the X-rays. On the other 
hand, a metallic body may not show in a stout person. 

A general anesthetic may be used and is indicated 
where a foreign body is tightly impacted. Local 
anesthesia relieves discomfort and minimizes 
reflex activity. No anesthetic is used in small 
children. The patient should lie on his back with 
—* slightly raised and head thrown well 

ack. 

An instrument having distal illumination is the 
best. Strict asepsis, a plentiful supply of swabs, 
and some form of suction apparatus for keeping 
the field free of mucus and blood are important in 
technique. 

As a rule urgent dyspnoea demands immediate 
tracheotomy. The bronchoscope can then be 
passed through this opening. If dyspnoea persists 
after removal of the foreign body, intubation or in 
extreme cases tracheotomy may be _ necessary. 
(Esophagoscopy is as a rule not so urgent as bron- 
choscopy but is definitely indicated in all cases of 
lodged foreivn bodies except in cases of traumatism 
or inflammation of the cesophagus, in some cases 
of aneurism or serious vascular lesion, and in cases 
in too critical a condition to withstand the pro- 
cedure. The mortality in skilled hands is very low, 
but the ‘‘occasional operator” will be a source of 
danger to the community. C. A. HEDBLoM. 


Tewksbury, W. D.: Treatment of Non-Tuberculous 
Lung Abscess with Pneumothorax; Report of 
Ten Cases: J. Am. M. Ass., 1918, 1xx, 293. 


Tewksbury reports 10 cases of abscess of the 
lung following operations on the nose and throat, 
treated with pneumothorax. 


Eight of the cases 
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were of less than six weeks’ duration. Diagnosis of 
abscess was made in all cases within two weeks 
following operation. Pneumothorax treatment was 
begun from two weeks to two months following the 
time of diagnosis. Two to ten treatments were 
given at short intervals, during a period of two 
weeks to two months. Six of the patients were 
cured and two died, one from rupture of the abscess 
into the pleural cavity. The presence of pleural 
adhesions was probably the cause of the ruptvre. 
Two chronic cases, of one and two years’ duration 
respectively, were also treated but without material 
benefit. C. A. HEDBLoM. 


Piéry, M.: War Injuries of the Lung (Le poumon de 
guerre). Rev. gen.de path. de guerre, Par., 1917, No. 5. 


Piéry points out that whereas before the war 
surgeons approached the lung in a more or less 
timid fashion, they have become bold and sure as 
a result of the recent experience gained by them in 
war surgery. 

Practically all war wounds are caused by pro- 
jectiles of one sort or another; very few stab wounds 
are described up to date. These projectile wounds 
can best be considered under the following five 
heads: 

1. Simple chest wounds 
pneumonic symptoms. 

2. Complicated chest wounds. 

3. Etiological and pathological factors. 

4. Symptomatology of chest wounds. 

5. Treatment of chest wounds. 

Under the first head of simple chest wounds, 
Piéry says that the really striking thing is the fact 
that simple war wounds are practically always 
accompanied by a definite symptom complex, the 
only variation being in the intensity and duration 
of the symptoms. This symptom complex he has 
called syndrome hemopleuropneumonic, because 
anatomically it is characterized by haemothorax 
with an accompanying pneumonia. 

. There is first shock immediately followed by 
dyspnoea, both of varying intensity, and followed 
in turn by more or less inconstant hemoptysis, 
rarely profuse. The following day there appear 
physical signs that are quite striking in their con- 
stancy. Over the lower third of the lung posteriorly 
there is flatness, absence of voice sounds, absence 
of or diminished breath sounds; from the middle 
third, dullness with normal or exaggerated voice 
and tubular or almost tubular breathing. 

The radioscopic examination shows a large, 
dark shadow replacing the clear lung area ordinarily 
seen under normal circumstances, which extends 
over the lower two-thirds of the wounded lung. 
This shadow fades out gradually with no tendency 
to demarcation into two zones. This X-ray exami- 
nation may also disclose a projectile. 

Exploratory aspiration (indispensable in these 
cases) confirms the diagnosis. A cell count of 


with haemopleuro- 


aspiratory fluid shows: (a) a gradually rising poly- 
morphonuclear leucocytosis during the first five 
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or seven hours, followed by (b) a drop in the number 
of leucocytes due to dilution of the blood and 
lasting four to thirty hours, followed by (c) increase 
in leucocytosis, but chiefly of the eosinophile and 
mononuclear variety. This last phase ushers in 
the absorption and lasts eight to twenty hours. 

Hemoptysis, immediate, delayed and secondary, 
cough, and dyspnoea require no special description. 
The elevation of temperature which occurs in these 
cases, however, merits special mention because it is 
one of the most characteristic symptoms. It 
begins within twelve to twenty-four hours, and 
then after the third or fifth day maintains a height 
of about 1o1.5° to 102.5° F. for about fifteen days. 
Defervescence occurs by lysis and is usually com- 
pleted in about three weeks. 

These cases may clear up completely, the physical 
signs or remnants of them existing from three to 
five weeks, if the patient is in good physical 
condition, or the patient may pass into the more 
serious form with a marked elevation of tempera- 
ture, lasting from four to six weeks, without any 
confirmatory evidence of empyema or other inter- 
current affections. This fever is due to pneumonia. 
Piéry insists that the symptoms are due to pneu- 
monia, even if the symptoms be lacking and physical 
signs not in evidence. Cases of this type will 
frequently drag along from six to eight weeks. 

The significant fact is that both the mild and 
severe cases, provided there are no complications, 
always terminate favorably. Piéry treated twenty- 
five patients with simple penetrating wounds, with 
one hundred per cent of recoveries. This does not 
mean that there is complete restitulio ad integrum, 
for about one-third of these cases develop recur- 
rent bronchitis and many of them have more or less 
persistent chest pains, dyspnoea on effort, dry 
cough, and general irritability over quite a long 
period of time. In general, however, over fifty per 
cent of the cases lead active lives and are fit for 
army duty. 

Under the head of complications of penetrating 
wounds of the lung may be considered immediate 
complications and remote complications. Imme- 
diate complications are fairly well known, having 
been well described by the medical men at the 
front. The remote complications, seen mostly by 
the personnel of the base interior hospitals, have 
been less accurately described. 

Of the immediate complications, the three most 
important are: (1) pneumothorax; (2) secondarily 
infected hemothorax; (3) primary pyopneumo- 
thorax. 

The less significant complications are accom- 
panying abdominal wounds, abscess of the lung, 
abscess of the mediastinum, fracture and osteitis of 
the ribs. 

Pneumothorax is extremely frequent, occurring 
in about 47 per cent of the cases seen by Piéry. 
The striking fact is how frequently partial pneumo- 
thorax occurs without playing any part whatsoever 
from the point of view of symptomatology. As a 
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rule, the pneumothorax is, of course, due to escape 
of air from the lung substance. Much more serious 
is the type of pneumothorax due to a gaping wound 
of the chest wall. This type of pneumothorax is 
almost always total, and almost always results in 
infecting the pleural cavity, setting up acute em- 
pyema. 
The secondarily infected haemothorax occurred 
in about thirteen per cent of Piéry’s cases, and 
manifested itself by a recurrence of fever about the 
third or fourth week. The exploratory aspiration 
serves to differentiate this condition from the fresh 
pneumonia. It is unnecessary to add that this 


condition is much more serious than is pneu- . 


mothorax. 

The primary pyopneumothorax may be partial 
or total. The partial ones are very difficult to 
diagnosticate. X-ray, however, aids a great deal 
in reaching a conclusion concerning them and 
exploratory aspiration is invaluable. The total 
pyopneumothorax occurs usually with severe 
infections of the pleura and is always of grave 
prognostic import. 

Piéry devotes only a few words to what he has 
already referred to as the “other less significant 
complications of penetrating wounds of the chest.” 
Under the head of remote complications are con- 
sidered: (1) late hemoptysis; (2) abscess of the 
lung; (3) gangrene of the lung; (4) late pneumonia; 
(5) accidents which are followed by rapid, sudden, 
unexplained death, possibly related to the accidents 
which in civil surgery are grouped under the head 
of “accidents due to pleura reflex.” 

Under the head of pathology, Piéry emphasizes 
again the constancy with which simple wounds of 
the chest are accompanied by pneumonia, explains 
the mechanism of the development of pneumothorax, 
early and late hemoptysis and the mechanism of 
infection by bacteria from lung substance, chest 
wall, projectiles and other foreign bodies. 

Under the head of symptomatology, Piéry em- 
phasizes the points already made regarding the 
characteristic temperature and other symptoms 
and physical signs, and the réle in diagnosis of 
X-ray and exploratory puncture, emphasizing the 
importance of reaching a diagnosis at the earliest 
possible moment. 

Prognosis of the simple penetrating wound is very 
much better as regards life than one would be led 
to imagine. In Piéry’s experience, this type of 
wound has been attended with far better results 
than wounds of the femur, and on the whole, has 
been astonishing in its benignancy. His mortality 
has been 9.4 per cent, the mortality of Maissonet 
20 per cent, and that of DePage and Jannsen 15.3 
per cent. Piéry emphasizes that in speaking of this 
low mortality rate he is considering only the simple 
penetrating wounds of the chest and not those 
serious accidents accompanied by injury to the 
heart and large vessels. Another interesting fact 
is that pneumothorax, even the total pneumo- 
thorax, does not seem to influence the prognosis 
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unfavorably. Indeed, pneumothorax may be 
looked upon as a beneficial symptom in that it 
compresses the lung and checks bleeding. The two 
gravest prognostic elements are the large open 
chest wound and generalized infection. It is well 
to call attention to the significance of the pulse in 
prognosis; Piéry states that a pulse which alters 
from about too beats to the minute to a rate of 120 
to 130 with slight irregularity is a sign of the 
gravest possible significance. 

Treatment of penetrating wounds of the chest is 
divided under the heads of immediate treatment, 
consecutive treatment, and treatment for com- 
plications. 

Immediate treatment Has to do in the first place 
with assuring rest during transport and during the 
stay at the regimental aid station and at the 
evacuation hospital. Transport over any appre- 
ciable distance is contra-indicated. After applica- 
tion of the first aid dressing, one limits his efforts 
to combating the tendency to collapse, the dyspnoea 
and pain by morphine. As a matter of fact, the 
chest should be immobilized on the injured side, but 
Piéry says that one should not worry if the immo- 
bilization is not very thorough, because there are 
few bad effects caused by transport over an ordinary 
distance. 

As to the treatment of the thoracic wound itself, 
Piéry says that it cannot be insisted upon too 
strongly that one should not practice excision of 
the wound. Gasquet and LeNouene agree with 
this advice. Of course this is contrary to the usual 
method of handling wounds, but except in very 
rare cases, such as subcutaneous hematomata 
which harbor infection, abscess of the pleura re- 
quiring opening, or late pneumothorax, excision of 
the wound is dangerous. 

The opening caused by a foreign body passing 
between the ribs frequently closes itself imme- 
diately. If this wound be excised, a portal of 
entry is created for infection of the pleural cavity. 
DeMartell makes this same statement in regard 
to penetrating wounds of the skull, in which the 
points of entry and exit are closed. The extraction 
of foreign bodies in the chest wall can also be left 
for a later date. In the treatment of these cases, one 
should bear in mind the great danger of pulmonary 
congestion and try to combat this with suitable 
drugs. Ipecac and digitalis seem to be the most 
appropriate ones. 

The so-called consecutive treatment comprises 
merely the treatment from the time the emergency 
treatment has been looked after, the important 
feature of course being the question of operation, 
which will be discussed later. : 

Treatment of complications is limited to the 
treatment of haemothorax, pyothorax, pneumo- 
thorax and intrapulmonary projectiles. 

Regarding the indication for operation, it is 
unfortunately true that the early optimistic reports 
regarding the safety of lung surgery must in a 
measure be modified; in other words, one must 
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bear in mind that surgery of the lung, in spite of 
the remarkable recent advance, is still surgery of 
a very grave sort. For this reason, largely, Piéry 
states that one has no right to assume that every 
foreign body in the lung must of necessity be 
extracted. Rather, the needs of removal should 
be based on some complication referable directly 
to the foreign body. The most urgent indication 
is haemorrhage. Pulmonary abscess is another 
indication. Finally, there is to be determined the 
important fact of whether a pneumonic process is 
dependent on the foreign body. 

The best time to operate is in the so-called 
interval after the hamopleuropneumonia has 
abated. Piéry says that the situation is very much 
the same as the one confronting the surgeon in cases 
of appendicitis; it is always desirable to operate in 
the interval if possible, but the surgeon should never 
hesitate to allow his hand to be forced by threaten- 
ing symptoms. As a general rule, extraction of 
foreign bodies should be considered as an operation 
to be performed in interior hospitals rather than in 
the hospitals at the front. 

Piéry describes the technique of Marion, of de 
Mauclaire, of Villion and of Duval. Of these, he 
selects that of Duval as the most suitable and char- 
acterizes it as “harpooning’’ the portion of the 
lung. In brief, the technique of Duval consists in 
resection of one rib, extensive retraction of the 
wound, evisceration of the lung, location of the 
projectile, removal of the projectile through an 
incision made into the lung if it is easily located, 
and suture of the lung wound. 

Piéry closes his article with a discussion of the 
indirect injuries of the lung due to concussion. 
Unfortunately, however, aside from merely stating 
that these injuries do occur and that they are 
characterized chiefly by hemorrhage, he admits that 
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so far there has been no theory satisfactorily 
explaining these indirect injuries. 


PHARYNX AND C&SOPHAGUS 


Perkins, C. W.: Diverticulum of the @sophagus 
and Pseudo-Diverticulum of the Descending 
Colon. Hosp. Bull. Dept. Public Charities, N. Y., 
1917, i; 098. 

Gastro-intestinal roentgenology has brought to 
light pathological conditions of the alimentary 
tract formerly considered rare but now observed to 
be of comparatively frequent occurrence. Diver- 
ticula of the oesophagus, non-ulcerative diverticula 
or hernia of the stomach and diverticulitis of the 
sigmoid are among such conditions. 

The author has seen a diverticulum of the stom- 
ach, holding at least a pint, diagnosed by roentgen 
ray and operated upon by Walther at the Hospital 
La Pitie, Paris, in 1914. 

A case js reported of a patient aged forty-five, 
with cough and bronchitis, good appetite, but hav- 
ing gastric distress. There was a specific history 
with treatment. The Wassermann test was now 
negative. In 1908, following an attack of pneu- 
monia, she first noticed regurgitation of medicine 
and food which would occur sometimes ten hours 
after ingestion. She was treated for nervous dys- 
pepsia and cardiac spasm. 

Fluoroscopic and radioscopic examination in the 
vertical position showed a retention of four or five 
ounces of barium mixture. Only on changing to a 
recumbent position did it overflow and proceed 
down the oesophagus into the stomach. The diver- 
ticulum was at the level of the sternoclavicular 


articulation. The patient refused to undergo a 
complete examination. The treatment is not re- 
corded. C, A HeEpstom. 
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ABDOMINAL WALL AND PERITONEUM 


Chalier, A., and Glenard, R.: Penetrating Abdom- 
inal Wounds (Plaies pénétrantes de l’abdomen). 
Rev. de chir., Par., 1917, liii, 124. 

Of 1,500 important wounds observed in the 
authors’ surgical ambulance, 39 were assured cases 
of abdominal perforating wounds, viz. 2.6 per cent. 
These 39 cases were distributed as follows: simple 
penetrating wounds, 4; univisceral penetrating 
wounds, 29; multivisceral penetrating wounds, 6. 

The first part of the authors’ study comprises 
the pathology, symptoms, diagnosis, complications 
and progress. The authors discuss all the symp- 
toms, but point out that there is no pathognomonic 
symptom of a penetrating abdominal wound. It 
is only the presence of several signs which trans- 
forms probability into certainty, and if the surgeon 
awaits certainty he runs the risk of operating too late. 


The authors had 19 deaths in the 39 cases treated. 
Of 11 medically treated there were 4 deaths. In 
these 4 cases an early operation was impossible 
owing to the patient’s condition. Besides these 
4 there were 7 abdominal wounds with certain 
penetration which were evacuated without surgical 
intervention. The cases treated surgically gave 
15 deaths. The greatest mortality was in those 
treated by the Murphy operation. There were 14 
such operations with 10 deaths, a mortality of 71 
per cent. The authors give the statistics of several 
authors for this operation which show a mortality 
of 76.84 per cent. 

For the purpose of comparison of intervention 
and abstention in abdominal wounds the authors 
give statistical tables of the results obtained by 
several reporters. The statistics of 29 abstentions 
show a mortality of 77.3 per cent. The statistics 
of 39 interventions give a mortality of 59.5 per cent. 
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The difference is clearly in favor of immediate inter- 
vention. 

It is however important in treating abdominal 
wounds that operation to be effective be early. If 
operated upon within the first six hours after injury, 
the chances of recovery are more than doubled. In 
the first six hours there is peritoneal asepsis. In 
the first three hours the prognosis is even better. 

A late operation is almost certain to be a failure. 
Abstention is only indicated in cases where the 
patient comes very late and shows no symptoms 
which give a manifest reason for intervening sur- 
gically. The author condemns the blind drainage of 
the Murphy method. 

The operation in the case of abdominal wounds 
should be a wide laparotomy which allows careful 
exploration and as complete repair of all lesions as 
possible. It should be done by a skillful experienced 
surgeon who has all the necessary equipment at his 
disposal. The treatment of abdominal penetrating 
lesions may be summed up as follows: Early sys- 
tematic operation is preferable to abstention if 
conditions are satisfactory. Success will depend 
especially on good transportation and rapid evacua- 
tion from the front line formations. 

W. A. BRENNAN. 


Stoppato, U.: The Pre- and Postoperative Treat- 

ment of Abdominal Wounds (I] trattamento 

re- e post-operatorio dei feriti dell’ addome). 
Policlin., Roma, 1917, xxiv, sez. chir., 473. 

The author says that the treatment of abdominal 
wounds is not alone a surgical problem, but essen- 
tially a medico-surgical problem. Such cases 
usually reach the surgeon in more or less marked 
shock. They should receive at once a subcutaneous 
injection of 1 or 2 cg. of morphine, and then means 
should be applied to increase the blood-pressure 
and the patient’s vitality. 

For this the author uses camphorated oil,‘ ad- 
renalin, and salt solution. The camphorated oil 
is administered subcutaneously after the morphine 
in doses varying from 3 to 4 ccm., injecting at the 
most 2 ccm. at the same point. Such injections are 
usually made in the first quarter of an hour after 
arrival. Adrenalin is also administered subcuta- 
neously in doses of 1 or 2 ccm. of a 1:1,000 solution. 
The serum may be administered hypodermically 
or intravenously. 

Means to combat hypothermia should be used. 
If the shock is slight, it is not necessary to await the 
effects of the injections. If the shock is severe but 
susceptible to treatment, the effects will be ob- 
served within thirty to forty minutes and this 
amount of delay before operation will usually 
suffice. If the shock is very severe, the patient 


should be permitted to rest for not exceeding two 
hours, the stimulant being repeated at sufficient 
intervals as deemed necessary. If after two hours 
there are no signs of recuperation, it is better to 
abandon the idea of operation. 

It will be necessary during the operation to 
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combat the additional operative shock by continuing 
the injections at intervals. 

In the postoperative treatment the position of the 
patient is important. The Fowler position is not 
indicated in all cases; certain cases may require a 
lateral decubitus or even a horizontal position 
with the head pendent, especially when there has 
been abundant hemorrhage and _ threatening 
anemia. 

The circulation will need careful watching; the 
author continues the camphorated oil and adrenalin 
injections alternately; but the use of morphine is 
restricted as the author is not convinced that it 


is harmless. 


Food and all drink is forbidden for the first twelve 
hours. Then only:a spoonful of milk and water, 
brandy, or wine with water is given every hour. 

To overcome abdominal meteorism enemas of 
equal parts of warm water and glycerine are used. 
This should be personally administered by the 
physician in the manner described by the author. 
After expulsion of gas, the intestine is cleansed with 
warm salt water. Other points regarding diet, etc., 
are detailed. 

In true abdominal wounds which have been op- 
erated upon, the author has never observed re- 
covery by first intent. He thinks that this is ex- 
plained by the fact that septic matter is carried 
by the projectile into the intricacies of the intestinal 
wound which contaminates the walls during op- 
eration. W. A. BRENNAN. 


Bloodgood, J. C.: Some Hernias That Disqualify 
for Military Service, Whether Operated upon 
or Not. J. Am. M. Ass., 1918, Ixx, 515. 


There is a small group of hernias for which at the 
present time operations have failed to result in 
cure in from 20 to 50 per cent of cases. Among 243 
cases of inguinal hernia, this type occurred in 11 
instances, about 4.5 per cent. Among these 11 
cases there were 6 recurrences, more than 50 per 
cent, in from six weeks to six months after operation. 

This type of hernia can be recognized when the 
patient is examined lying flat on his back. If the 
finger is pressed against the scrotum and pushed up 
into the external ring, as the index finger passes 
through the external ring, the hernia having been 
reduced, in the larger number of cases it meets an 
obstruction (the conjoined tendon) and is de- 
flected upward and outward, following the course 
of the inguinal canal. In this smaller group the 
index finger meets no obstruction, but enters at 
once into the peritoneal cavity, and in some cases 
the opening is so large that when the index finger 
is flexed it can palpate the pubic bone in the region 
of the symphysis. 

In those cases in which this examination detects 
the complete absence of the conjoined tendon, the 
ordinary operation for inguinal hernia, according 
to Bloodgood’s investigations up to 1899, failed to 
cure in about 50 per cent of the cases. Later ob- 
servations of these cases have shown that the per- 
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centage of recurrences has been reduced to about 
15 or 20. It is the author’s opinion that it is possible 
to select this group at the complete examination 
at the cantonment, and these applicants or regis- 
trants should be rejected, saving the government 
the expense incidental to the operation and later 
discharge for recurrent hernia. P. G. SKILLERN, Jr. 


GASTRO-INTESTINAL TRACT 


Hernaman-Johnson, F.: The Value of Information 
Furnished by the Opaque Meal in Disorders 
of the Alimentary Tract. Med. Press, 1918, cv, 


This article is largely a refutation of certain 
statements made by Lewis in an article on “The 
Principles of Treatment in Indigestion” which 
appeared in the Medical Press on January 16, 1917. 
The fallacy of supposing that the inhibitory effect 
of the bismuth meal on peristalsis vitiates the find- 
ings in regard to the motility of the gastro-intes- 
tinal tract as disclosed by the roentgen ray is 
especially emphasized. The author points out that 
for the same type of meal, administered under 
standard conditions, there is a normal rate of prog- 
ress through the alimentary tract. Any marked 
deviation from that rate may serve as a basis for 
the determination of functional or organic dis- 
turbance. In addition, alterations of position or 
deformities of outline in the hollow viscera may be 
disclosed with the aid of the opaque meal and the 
roentgen examination, which are of greater im- 
portance than motility. HARtTUNG. 


Willan, R. J.: A Note upon a Helpful Diagnostic 


Sign in Ruptured Digestive Ulcers. Brit. M. J.,. 


1918, i, 142. 


Several years ago the author saw a patient who 
had had many sudden attacks of acute abdominal 
pain which passed off just as suddenly. At the 
time of admission the patient was suffering from 
acute general abdominal pain of several hours’ 
duration; this, with the board-like rigidity of the 
abdominal wall, indicated rupture of an intra- 
abdominal viscus. At operation a ruptured duode- 
nal ulcer was found. . 

The feature of the case that impressed the author 
was the presence of a transverse ring of constriction 
across the abdomen at the level of the lower margins 
ge ribs and extending into the flanks on either 
side. 

The constriction is usually present and does not 
always disappear with general anesthesia, although 
it does disappear when the condition has advanced 
to the stage of general abdominal distension. There 
is no marked hyperesthesia, and the patient is 
quite unconscious of any feeling of tightness at 
the site of the constriction. It is not confined to 
spare or emaciated persons, and is a different thing 
from the scaphoid abdomen seen in emaciation. 
The appearance is as if an invisible rope was con- 
stricting the abdomen. It may be that it is an 


attempt of nature to limit the effects of the perfora- 
tion to the upper portion of the general peritoneal 
cavity. The sign was present in the author’s last 
two cases of ruptured ulcer. The ring of constriction 
corresponds to that portion of the abdominal wall 
supplied by the ninth intercostal nerve, and is cer- 
tainly due to muscular contraction. 

The muscles involved are the two recti abdomini, 
external oblique, internal oblique, and transversalis. 

V. C. Hunt. 


Daignault, O.: Gastroptosis and Ptosis of the 
Transverse Colon. J.-Lancel, 1918, xxxviii, 75. 


Gastroptosis, or ptosis of the stomach and 
ptosis of the transverse colon, is a disease to which 
the general practitioner gives very little attention. 
The literature on the subject is very meager, but 
most authors take it for granted that when one 
organ shows ptosis, there is a general ptosis of all 
the abdominal organs. Daignault claims that one 
may have a ptosis of the transverse colon and 
stomach together without a general ptosis of the 
liver, spleen, and kidneys. 

_ The author gives a description of the anatomy 
of the supports of the stomach and states that 
Glenard, who was the first to give a good descrip- 
tion of this affection, thought that the transverse 
colon was the starting point. He maintained that 
the transverse colon is fastened to the pyloric 
end of the stomach by a band or ligament, that 
the accumulation of feces in the transverse colon 
causes it to sag somewhat, and this sagging of the 
transverse colon exercises traction on the pylorus, 
thus causing the descent of the stomach. 

The symptoms of the disease vary more or less. 
Ptosis may be present without many symptoms, 
although most of the patients complain of pain in 
the epigastrium after eating, a dragging sensation 
in the abdomen and some backache. Most of them 
are nervous, neurasthenic, and discontented, com- 
plaining a good deal of weakness, a tired feeling, 
and constipation. These symptoms are very likely 
due to absorption from accumulation in the trans- 
verse colon. Hypoacidity usually exists. There is 
not much regurgitation of food or gases after meals. 

He states that the diagnosis is usually difficult, 
as the cases do not always present gastric symptoms, 
but instead the patients complain of a good many 
troubles throughout the body. He suggests the 
X-ray as the best means of diagnosing these cases. 
The radiograph should be taken with the patient 
standing to show the position of the stomach and 
colon. 

In the treatment of these cases most surgeons 
and medical men admit that suspension of either 
the stomach or colon shows good results only in a 
few select cases. The author states that these cases 
are best treated in a hospital. They should be 
put to bed with the foot of the bed elevated, so 
that the organs have a chance to get into their 
normal position. They should never be allowed to 
sit up while under treatment, except to be raised 
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a little at meal time. Overfeeding should be the 
main treatment. These patients after a few days 
take easily six feedings a day, three good meals and 
three lunches. They should also be given daily 
massage to help the metabolism. They should be 
given this treatment for a period of from six to 
eight weeks, or until the weight has increased from 
20 to 25 pounds. No medicine except a general 
tonic is given. After they get up, they should be 
fitted with a corset or band to help the abdominal 
muscles. 

Daignault thinks that if these cases are better 
studied, a class of cases heretofore classified as 
neurasthenics will be greatly benefited. 

G. W. 


Boas, I.: Occult Hemorrhages. Muenchen. med. 


Wehnschr., 1917, \xiv, No. 23. 


Boas investigates the significance of occult haem- 
orrhages in carcinoma of the digestive tract. No 
matter what the treatment of such carcinoma, it 
presupposes an early and exact diagnosis. 

Although the roentgenologic method is preferred 
by many, the number of those who urge the great 
value of occult hemorrhage in the diagnosis of 
stomach carcinoma is continually increasing. 

The present report of Boas is based on a very 
large amount of material not only concerning car- 
cinoma of the stomach but also concerning car- 
cinoma of the rest of the digestive tract. This 
clinical material dates from 1910 to 1917. There are 
109 cases, 90 of the stomach, 12 of the csophagus 
and 7 of the colon. In all the cases, the diagnosis 
was verified by biopsy or autopsy. In the 90 stom- 
ach carcinomata, occult blood was found in the feces 
in 95 per cent and in the gastric contents in 62 per 
cent. In 56 cases of stomach carcinoma which re- 
lated to the period of the war and which were 
directly examined by Boas, occult blood was with- 
out exception present in the feces and in 78 per cent 
of the gastric contents. 

In the 12 cases of oesophageal carcinoma, there 
was occult blood constantly in the faces. In the 7 
colon cases, blood in one case could be observed 
macroscopically and occult blood was constant. 

With regard to the question whether carcinoma 
of the gastro-intestinal tube can be excluded if 
there is a constant absence of occult haemorrhage, 
Boas, on the basis of his own clinical experience and 
numerous biopsies, thinks that when the search for 
occult blood is constantly negative both in the faces 
and in the gastric contents, it speaks with great 
probability against a carcinoma of the gastro- 
intestinal tract. 

Boas discusses the distinction between occult 
blood proceeding from ulcers and that proceeding 
from neoplasms. Diagnostic errors between ulcers 
and carcinoma of the stomach were frequently made 
by Boas in early years, but in the past three years, 
with the greater security of judgment of occult 
hemorrhage joined to sufficient bedside observation, 
such errors are infrequent. 
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Boas thinks that the search for occult hemorrhage 
as a method of diagnosing carcinoma of the stomach 
and oesophagus which will be of the very greatest 
advantage to all practitioners. When the method 
comes into general use, patients with such car- 
cinomata will reach the hands of the surgeon earlier 
and hence there will be a much better prognosis 
than at present. W. A. BRENNAN. 


Keilty, R. A.: Intestinal Toxzmia of High Obstruc- 
tion. J. Am. M. Ass., 1918, |xx, 512. 


The author reports in full the history of a case of 
obstruction high in the jejunum occurring in a 
soldier, aged twenty-three. The obstruction was 
caused by a intussusception having its origin in a 
papilloma which was discovered at autopsy. The 
course of the disease was eleven days from date of 
admission to death. 

The physical signs were indefinite; nausea, hic- 
coughs and vomiting of large quantities of bile- 
stained material were the prominent abdominal 
symptoms. There was marked headache with an 
ever increasing profound toxemia without delirium 
and without meningeal symptoms. The tempera- 
ture ranged between 97 and 08 degrees. During the 
course of the disease the bowels moved freely three 
times and the day before death they moved copiously 
after the administration of magnesium su'phate. 

The patient remained rational, felt cold and 
chilly until a few hours before death when he 
became unconscious without delirium. Respirations 
were very shallow but not rapid; the pulse was 
regular and of fair volume, the extremities blue, 
cold, and dry. There was no evidence of shock or 
collapse and there were none of the symptoms of 
active uremic toxemia. An intense asphyxia upon 
which the usual stimulants had no effect was the 
main phase. The blood was negative for malaria, 
negative on culture; leucocyte count was 6,000. 

The necropsy disclosed the intussusception due to 
an adenoma of the jejunum. The cause of death 
was given as duodenal toxemia due to high obstruc- 
tion, acute hemorrhagic jejunitis and terminal 
hypostatic pneumonia. 

The author believes that the absence of delirium, 
of meningeal frritation and of collapse rules out 
hepatic or uremic toxemia in this case. The high 
degree of asphyxia puts the etiologic toxin in the 
class of potent chemicals. ELLs FIscHEL. 


Mackenzie, H. W. G., and Battle, W. H.: Some 
Remarks on Intussusception. Lancet, Lond., 
1918, Cxciv, 215. 

Mackenzie says that the frequent performance 
of abdominal operations during the past f w years 
has brought a considerable increase in knowledge of 
the more rare conditions which threaten life, 
especially the acute diseases which are often curable 
if the patient will permit early operation. Intus- 
susception is a striking example of this. 

He states that the old classification of the varieties 
of intussusception by Leichtenstern must be ex- 
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panded. He wrote of: (1) invagination of the 
death-struggle, an unimportant cadaveric incident; 
(2) inflammatory invagination, taking place with- 
out exception from above downward. 

Mackenzie suggests the following classification: 

1. Acute, which may be divided into (a) simple, 
which may be single or multiple; (b) compound, 
where the primary invagination was enveloped in a 
second passing in the reverse direction; (c) com- 
plicated, in which intussusception has been caused 
by a new-growth. 

2. Chronic. Usually enterocecal or enterocolic. 

He quotes cases illustrating each variety. He 
mentions one case to show that the diagnosis of 
chronic intussusception is sometimes difficult. 
The patient complained of noises in his abdomen, 
especially after meals, for two or three weeks, but 
had no pain, constipation, nausea, or vomiting. 
Five weeks after the onset, about one hour and a 
half after lunch, a swelling was seen to form in the 
upper and inner part of the right iliac fossa. There 
was much visible peristalsis with borborygmus. 
X-ray plates were made which showed no evidence 
of organic obstruction. He was operated upon 
seventeen days later. A greatly distended and 
hypertrophied ileum was found. The ileocecal an- 
gle including the cecum and about seven inches of 
the ileum were resected and the appendix, which 
contained a concretion at the tip, was removed. 
The patient made an uninterrupted recovery. 

The most interesting point of this case is that 
although the lumen was contracted, practically the 
only symptom exhibited was the noise produced by 
the gurgling of the liquid and gaseous contents of the 
dilated small intestine through the narrow channel 
of the intussusception. G. W. Hocurern. 


Christopher, F.: Myoma of the Intestines. JN. Y. 
M.J., 1918, cvii, 120. 

The infrequent occurrence of myomata of the 
intestine and the important réle which such tumors 
occasionally may assume seem to the author to 
warrant the reporting of this case. 

The patient was a female, married, 28 years old. 
Physical examination was negative save for fixed 
pupils, impairment of the left apex, relaxed peri- 
neum and retroversion of a small uterus; the Wasser- 
mann reaction was positive. Urinalysis was nega- 
tive. 

An operation was performed for chronic appen- 
dicitis and for retroversion of the uterus. During 
the course of the operation a nodule 3 cm. in diam- 
eter was noticed attached by a pedicle 2.5 cm. long 
by 0.8 cm. in diameter to the anterior aspect of the 
sigmoid flexure. The nodule was a yellowish white 
and seemed to have a thick wall. The pathological 
report was degenerated myoma of the intestine. 
The capsule was thin but dense. 

The section of the tumor showed it to be a myoma. 
The origin of these tumors is uncertain. Steiner, 
who analyzed 51 cases of myomata of the intestine, 
claims 41 per cent were attached to the stomach, 


and in 59 per cent they were equally divided be- 
tween the large and the small intestine. The age 
varied from seventeen to eighty years, and the size 
from one to forty centimeters; some weighed as 
much as seven kilograms. Not infrequently they 
are the cause of obstruction or intussusception. 

E. C. RoprrsHek. 


Miller, H. T.: An Unusual Case of Malposition 
of the Appendix. J. Am. M. Ass., 1918, Ixx, 23. 


The author records the case of a four year old 
boy who appeared to be suffering from a typical 
attack of appendicitis. The child was removed to 
the hospital for immediate operation. Under 
anesthesia a mass at McBurney’s point was readily 
discernible; when the abdomen was opened, it 
proved to be the cecum. Diligent search for the 
appendix failed to reveal any trace of this organ; 
furthermore, the cecum and ileum were smooth 
and free from any adhesions which might have 
buried an appendix. 

Within the caecum, however, a movable mass was 
palpable. This mass was apparently attached to 
the cecum at a point corresponding to the usual 
location of the base of the appendix. Further 
abdominal exploration was negative. The wound 
was closed. 

The patient was very ill until the fourth day 
when there appeared in the stool a thick, purulent 
and very offensive discharge. After this the pa- 
tient made an uneventful recovery, except that 
on the tenth day a yellowish green slough was 
passed which the author took for the misplaced 
appendix. R. B. BetrMan. 


Jacobson, I. H.: Left-Sided Appendicitis in Situs 
Inversus Viscerum Totalis. Am. J. Obst., N. Y., 
1917, Ixxvi, 953. 

The author relates the particulars of a case of 
genuine left-sided appendicitis associated with 
total transposition of the abdominal viscera, in a 
young man of twenty-four years. The patient had 
three days of acute abdominal pain with a history 
of similar previous attacks. During the physical 
examination it transpired that the patient had been 
told a number of years previous that his heart was 
on the right instead of the left side. The nature of 
the conditions had been more or less obscure, but 
this information enabled a diagnosis of left-sided 
appendicitis to be made after further examination 
had verified the truth of the statement. 

Incision was made through the left rectus muscle. 
The appendix was found perforated and gangrenous, 
hanging over into the pelvic cavity and attached 
to the left side of the pelvic wall. It was removed and 
a drain placed. Recovery was uneventful, but three 
weeks:later the patient developed severe abdominal 
pain again. The abdomen was opened and a dense 
obstruction found in the small intestine as a result 
of adhesions in the pelvic cavity. A lateral anasto- 
mosis was done, but the patient died the following 
day. 
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The author has found eleven cases besides his 
own in an exhaustive search of the literature. In 
only three cases was a previous diagnosis made and 
the appendix removed through an opening deliber- 
ately made on the left side. W. A. BRENNAN. 


Pury, G. A. C. de: Intestinal Plicature in Affec- 
tions of the Ascending Colon (Rodle de la plica- 
ture intestinale dans les lésions chroniques du 
colon ascendante). Paris méd., 1917, vii, 337- 


Pury gives the details of four cases to show that 
the appendix is often held responsible for colon 
troubles which are due to other factors, and often 
the appendix is removed, leaving those troubles 
untreated. Very often the site of trouble is the 
angle of the colon just below the liver. There may 
be more or less constriction here with abundant 
adhesions. A train of lesions may have this as 
their origin and such lesions may involve the gall- 
bladder, the pancreas, and even the kidneys. The 
stagnation of faces with secondary infection is 
always the primary trouble, starting inflammation 
of the intestinal wall and entailing atony of the 
cecum and abnormal distention. The correct 
diagnosis as a rule can only be obtained after careful 
roentgenoscopy. 

In operating, it is immaterial what technique is 
followed, provided: (1) that it reduces the abnor- 
mally distended cecum; (2) that it frees the in- 
testine from adhesions; (3) that it re-establishes the 
right colic angle and clears the fecal circulation ob- 
structed by pathologic conditions. 

W. A. BRENNAN. 


LIVER, PANCREAS, AND SPLEEN 


Behrend, M.: Some Observations on Gall-Bladder 
Disease and Its Surgical Treatment. Med. 
Rec., 1918, xciii, 147. 

Jaundice is not a common symptom of gall- 
bladder disease, but “a constant muddy or brownish 
complexion, without any other symptoms, is in- 
dicative of gall-bladder disease.”” Pain also is a 
variable symptom and may manifest itself either 
as a dull uncomfortable sensation in the epigas- 
trium and referred to the back, or often as a con- 
stant burning pain in the epigastrium and referred 
to the region of the gall-bladder. Often no pain has 
been experienced, and yet gall-stones exist. 

The differentiation from duodenal ulcer is often 
easy on account of the hunger pain, its occurrence 
two hours after eating and its relief by the ingestion 
of food. Greater difficulty arises in differentiating 
gall-bladder disease from a high appendix. The 
error surgically is not great, however, since the 
appendix can be removed through the same in- 
cision. 

Gall-stone colic will often stimulate labor pain 
in the later months of pregnancy. 

The author is of the belief that toxemia, in- 
fection, stasis or a high cholesterol content has a 
bearing on the formation of gall-stones. 


“One never finds a diseased gall-bladder with- 
out a diseased appendix,” says the author, and goes 
on to say that infections of the gall-bladder may be 
secondary to infections of the appendix. It occurs 
perhaps by lymphatic extension or by continuity 
or contiguity on account of close relationship. Other 
avenues of infection may be either the common 
duct or the blood. The author doubts the possibility 
of direct infection through the common duct, ‘‘on 
account of the sterile condition of the contents of 
the duodenum.” 

The cholesterol test has been found of considerable 
use in differential diagnosis. The author states, 
“jn roo cases of suspected gall-bladder disease 


‘operated upon, there was a high cholesterol index 


in 98 cases, all of which revealed gall-stones.” 

The X-ray is of little help in the diagnosis. 
Gall-bladder disease is a surgical condition and 
prolonged medical treatment leads, to complicating 
changes in the pancreas, carcinoma of the gall- 
bladder, and secondary inflammation of the pan- 
creatic lymph-nodes. Diabetes may even be 
secondary to neglected cases of gall-bladder disease 
on account of changes in the pancreas, the author 
asserts. 

Behrend advocates removal of the gall-bladder, 


because ‘‘a gall-bladder once diseased is always 


diseased.’”’ He believes the better method is strip- 
ping the gall-bladder from below up. This method 
limits bleeding, since the cystic artery is clamped. 
He concludes with the statement that recurrence 
after cholecystectomy is less than 2 per cent, while 
cholecystostomy shows about 15 per cent recurrence. 
M. A. BERNSTEIN. 


Nuzum, F.: The Diagnosis of Infarction of the 
Entire Spleen. J. Am. M. Ass., 1918, Ixx, 282. 


Nuzum states that the symptoms of infarction 
of the entire spleen are pain, tenderness in the left 
hypochondrium, enlargement of the spleen, occa- 
sionally fever, and vomiting of blood due to rupture 
of dilated gastric veins. Whenever the spleen be- 
comes totally infarcted, enlargement occurs, the 
weight varying from 300 to 1,300 gms., and the 
dimensions reaching such proportions as 25 by 15 
by 8 cm. 

The presence of fever apparently depends on the 
disease to which the spleen alterations are con- 
comitant. In one of the four cases reported by 
Nuzum the proteus mirabilis, and in another the 
colon bacillus was isolated from the spleen and in 
each case a rise in temperature of from one to two 
degrees was present intermittently. 

Vomiting of blood, bright red at times and at 
other times resembling coffee grounds, is of fre- 
quent occurrence. , 

In the etiology of total infarction of the spleen 


. vascular obliteration has been held responsible, but 


the cause of the vascular obliteration must be de- 
termined. The important factors here concerned 
are pressure on the walls of the splenic vessels by 
tumors; torsion of these vessels in instances of 
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ectopic spleen; thrombosis of the splenic vessels, and 
embolism. 

The pathology of total infarction of the spleen 
does not differ from infarction in any viscus that 
has a “terminal” blood supply. In each of the four 
cases reported the spleen was entirely necrotic, 
resembling a bag filled with purulent material. In 
two of the four instances bacteria of a low virulence 
was isolated from this material. 

In discussing splenic thrombosis one must con- 
sider the possibility of a relationship between this 
condition and the so-called Banti’s disease. Au- 
thorities differ on Banti’s disease. Senator main- 
tains that splenic anemia cannot be differentiated 
from Banti’s disease during the first stage of the 
latter, and Gilbert and Lereboullet, after a thorough 
review of the subject, decide that Banti’s disease 
does not exist. 

Nuzum summarizes his paper as follows: 

1. Total infarction or necrosis of the spleen has 
been infrequently reported. 

2. Total infarction of the spleen may result from 
an embolus or a thrombus in either the splenic 
artery or the splenic vein; from the extension of a 
thrombus backward from the portal vein into the 
splenic vein; from pressure on the splenic vessels 
by a neoplasm; from torsion of the splenic vessels 
when the spleen is displaced, or from an inflamma- 
tory process originating within the spleen and in- 
volving the terminal branches of the splenic artery 
and vein (Bonne’s view). 

3. Total infarction of the spleen gives rise to 
definite enlargement of the spleen, pain and tender- 
ness in the left hypochondrium, fever, and occa- 
sional vomiting of blood, and from these a correct 
diagnosis may be made. 

4. The treatment, whether medical or surgical, 
depends on many factors, such as the condition of 
the patient and the underlying disease of which the 
splenic infarction may be either the chief expression 
or only a minor part. G. W. Hocurein. 


Longcope, W. T.: Acute Tuberculosis; Polycythz- 
mia with Enlarged Spleen: Vaquez’s Disease. 
Med. Clin. N. Am., 1917, i, 465. 


The case which was presented by Longcope was 
that of a man fifty-five years of age whose chief 
symptoms were that of hemiplegia. On careful 
examination it was found that everywhere the 
skin was dark in color, assuming a purplish-blue; 
this was particularly marked about the face, neck, 
ears, hands and feet. There was associated with 
the above symptoms a dilatation of the deep and 
superficial veins. There was also evidence of 
circulatory disturbance as evidenced by clubbing 
of the fingers and toes and enlargement of the 
heart. The spleen also was found markedly enlarged. 

The blood examination was as follows: hamo- 
globin, 130 per cent; red cells, 8,000,000; leucocytes, 
12,000; with 82 per cent polymorphonuclears. 

It has been supposed that the condition had its 
origin primarily in the spleen, but whether the 


enlargement is primary or secondary or represents 
an accompanying condition cannot at the present 
time be determined. It seems probable from the 
work of Sampson that erythrocytes stored especially 
in the liver are suddenly expelled into the circulation. 

There is no evidence that the polycythemia is in 
any way dependent upon lack of oxygen and the 
carrying capacity of the red cells. Butterfield has 
found the oxygen-carrying capacity of the blood 
normal in Vaquez’s disease. 

The morbid anatomy of the fatal cases has shown 
quite regularly a marked hyperplasia of the bone- 
marrow and an enlarged spleen, which in a few 
cases has been the seat of tuberculosis. 

The therapeutic measures which have been 
tried in these cases have proved more or less un- 
satisfactory. X-ray, extirpation of the spleen, and 
bleeding are the measures employed for its relief. 
Bleeding seems to have been of some benefit. 

M. A. BERNSTEIN. 


Fiolle, J.: War Wounds of the Spleen (Les plaies de 
guerre de la rate). Rev. de chir., Par., 1917, liii, 679. 


Fiolle says that in the early stages of the war 
surgical treatment of wounds of the spleen was 
discouraging and led to the erroneous idea that little 
was to be gained from surgical intervention. Fiolle’s 
present extensive summary of war surgery of the 
spleen is based on cases both personal and collected 
from the literature. 

The size of the projectile injuring the spleen is of 
capital importance. The organ is friable and gorged 
with blood; small projectiles may tunnel through it 
without causing any very serious damage; but if 
the projectile is large, the organ ruptures. In 
addition to direct. wounds there are cases of rupture 
caused by projectiles which do not directly injure 
the spleen. Such may be due to violent muscular 
contraction or other disorganization produced by a 
large projectile striking in the vicinity of the spleen. 

Splenic injuries may therefore be divided into: 
(a) superficial furrows; (b) punctiform wounds; 
(c) tunnel wounds without rupture; (d) rupture 
wounds which may divide the spleen into two or 
more parts; (e) tears of the pedicle. 

Splenic tissue has a marked tendency to infection 
which is frequently fatal. 

The pleura is the organ most frequently con- 
comitantly injured with the spleen. In isolated 
splenic wounds there is no immediate symptom. 
The most usual symptoms are those of peritonitis, 
and the symptoms which correspond to an internal 
hemorrhage are frequently absent. It is difficult to 
explain why such large effusions of blood do not give 
clinical signs, but such is the fact. 

In splenic wounds complicated with thoracic or 
abdominal wounds it is even more difficult to find 
any symptoms referring to the spleen alone. 

Although some rare cases attest that splenic 
wounds may cure spontaneously, yet if left un- 
treated they nearly always prove fatal either from 
late hemorrhage or infection. 
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The peritonitis due to isolated splenic wounds is 
mostly localized. Generalized peritonitis is rare, 
but subphrenic abscesses are frequent. The progress 
of such abscesses is particularly rapid and malig- 
nant. They may open into the thorax and give rise 
to purulent pleurisies. 

In diagnosis the author relies mostly on radio- 
scopic examination which gives the most definite 
indications and may show a projectile in the spleen. 
Surgical exploration is the only certain method of 
establishing a diagnosis. 

Wear wounds of the spleen have long been con- 
sidered fatal. In a total of 61 splenic war wounds 
gathered by Fiolle from to15 to 1017 there have 
been 16 recoveries and 45 deaths, a mortality of 
73.7 per cent. But the most recent statistics show 
an improvement. DePage reported 3 recoveries in 
4 isolated spleen wounds operated upon. More 
recently still Duval and others reported 62.5 per cent 
of recoveries in 8 associated splenic wounds. 

The great improvement in the prognosis of splenic 
wounds, both isolated and associated, since the 
beginning of the war has resulted particularly from 
better surgical conditions. 


As a principle every splenic wound calls for 
immediate surgical intervention. The only definite 
contra-indication is extreme gravity of the general 
state, but only when such is due to gross lesions of 
the neighboring viscera. The splenic lesion then 
ranks second, and no intervention can save the 
patient. There may be cases where a splenic wound 
may continue for days without showing symptoms, 
but there will be sooner or later a fatal issue from 
infection or haemorrhage, and hence in all such 
cases when a splenic lesion is suspected or known 
Fiolle thinks intervention should be made. 

The various routes of approach are discussed; 
the incision will depend on the circumstances. 

' Fiolle prefers the posterior or dorsolumbar incision 
owing to the facility it gives for splenectomy. He 
describes his technique. When the spleen on explora- 
tion is found injured, splenectomy is the best treat- 
ment. It obviates septic complications and late 
hemorrhages. In the author’s surgical automobile 
service 7 splenectomies have given 5 recoveries. 

The author gives short histories of 44 cases of his 
own and some gathered from the literature. 

W. A. BRENNAN. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Lewis, D.: Myositis Ossificans Developing in a 
Clean Incised Abdominal Wound. Surg. Clin. 
Chicago, 1917, i, 1119. 


Lewis presents a case in which a gastro-enteros- 
tomy was performed for duodenal ulcer. Three 
weeks after the operation a hard mass corresponding 
to the abdominal incision developed. This mass 
presented a bony hardness and was tender to pres- 
sure. The mass was not intra-abdominal, and 
showed a large shadow with the X-ray. It was con- 
cluded that the mass was a myositis ossificans of the 
abdominal wall. 

Numerous cases have been reported in which 
circumscribed myositis developed in different mus- 
cles of the body. The condition usually follows one 
severe injury caused by blunt force in which there 
results considerable laceration of muscle fiber 
associated with hematoma. The peculiarity of this 
case was that it occurred in a cleanly incised wound. 

No attempt was made to remove this bony mass. 
Lewis was of the opinion that it would be absorbed. 
In some instances the ossifying process develops 
rapidly, followed by a gradual absorption. 

Etiologically circumscribed ossifying myositis 
may be divided into the traumatic and non-trau- 
matic, and into those associated with defects of or 
diseases of the central nerve system, such as spina 
bifida, tabes, syringomyelia, transverse myelitis 
and paretic dementia. M. A. BERNSTEIN. 


Roberts, P. W.: Syphilitic Joint Disease Simulating 
Tuberculosis. J. Am. M. Ass., 1918, lxx, 372. 

Roberts discusses the similarity of syphilitic 
joint disease to tuberculosis and points out the 
difficulties of differentiating between the two le- 
sions. Until recently the diagnosis of tuberculous 
joint disease was considered one of the simplest and 
most definite problems with which the orthopedic 
surgeon has to deal, but the more recent studies of 
congenital syphilis proves that this simplicity is 
only apparent. 

In the present state of its development the 
Wassermann reaction is not always to be relied upon 
as a means of diagnosis. It frequently happens that 
this reaction is negative even in the presence of a 
direct family history of syphilis. Roberts points 
out that it is necessary to inquire carefully into the 
early life of the patient from the time of birth on- 
ward, noting the physical and mental development 
of the child during infancy, searching for a history 
of skin disease and making sure that the eruption 
that is called measles is not a syphilitic rash. One 
should examine for unduly tender tibiz, sterno- 
clavicular joints and sterni and inquire for supposed 
attacks of “rheumatism,” growing pains and ar- 
ticular disease of any sort. 

One should also examine the teeth carefully. It 
is now recognized that inherited syphilis may be 
responsible for many anomalies of the teeth and 
that notched upper central incisors are but one of 
many of its curious manifestations. Perhaps the 
most frequent anomalies suggestive of inherited 
syphilis are widely spaced incisors, and irregularities 
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on the lingual surface of the upper molars. Roberts 
reports ten cases in which the dental findings were 
the only clues to the etiology of the joint lesions. 
These cases were put on antisyphilitic treatment 
and the lesion disappeared. 

He states the results of the treatment vary 
according to the type of tissue invaded, the viru- 
lence of the organism and the resistance of the 
patient. Where there is no bone involvement, 
joint symptoms of long standing usually disappear 
in a few weeks and sometimes with astonishing 
rapidity. Bone lesions, however, clear up slowly, 
even when accompanying acute symptoms cease 
early; and when regeneration does take place, 
approximately a year of continuous treatment is 
necessary. G. W. Hocuren. 


Holland, C. T.: Two Cases of Rare Deformity of 
Feet and Hands. Arch. Radiol. & Electrotherap., 
1918, xxii, 234. 

The author states that he has been on the lookout 
for many years for abnormalities of development of 
the hand and foot, with special reference to the 
carpus and tarsus, but has practically met with 
none. Then, within one month, he met with two 
of the rarest abnormalities of these regions. In 
searching the literature as well as possible at the 
present time, he finds little on the subject. Dwight 
reports only two cases of the fusion of semilunar 
and cuneiform bones in the carpus of a negress and 
of a white male, and also the fusion of the external 
cuneiform and third metatarsal bone. 

In the author’s first case, a male, thirty-three 
years old, he states that with the exception of one- 
half inch shortening, the foot appeared normal in 
all respects. Points noted were: 

1. The cuboid was completely fused with the 
base of the fourth metatarsal. There was no line 
of demarcation, and the shape of the joint formed 
by the base of the fifth metatarsal was more oblique 
than is normal. 

2. The external cuneiform was completely fused 
to the base of the third metatarsal. 

3. There was only an indication of a joint be- 
tween the middle cuneiform and the base of the 
second metatarsal. 

4. The scaphoid was completely fused with the 
internal cuneiform. 

5. The joint between the internal cuneiform and 
the base of the first metatarsal was poorly formed. 

A radiograph of the other foot showed nothing 
abnormal. 

The second case was a woman twenty-one years 
old. Points noted were: 

1. The os calcis and cuboid were completely 
fused without any indication of the junction. 

2. The external cuneiform was fused partially 
with the base of the third metatarsal, but a line of 
demarcation was shown. 

3. The middle cuneiform was completely fused 
with the base of the second metatarsal. 

4. The astragulus was completely fused with 
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the scaphoid, but showed in the upper part an in- 
dication of demarcation. 

In this case the apparently normal hands showed: 

1. Fusion of the unciform and cuneiform bones. 

2. Fusion of the os magnum and trapezoid bones, 
complete on the left side, incomplete on the right 
side. 

3. The semilunar was between the os magnum 
and unciform and articulated equally with each. 
The scaphoid was abnormally shaped in each 

and. 

5. Each little finger, showed a short middle 

phalanx. C. B. 


Gottlieb, I.: The Réle of Minor Surgical Procedures 
in the Development of Thrombo-Angiitis 
Obliterans. WN. Y. M. J., 1918, cvii, 65. 


The object of this paper is to call attention to 
the dangers in the injudicious use of the knife for 
treating such minor complaints of the foot as an 
ingrown toe-nail, hammer-toe, bunions, corns, 
callosities, varicosities, swellings and abscesses of 
the foot or toes. 

Because of the pendent and distant position of 
the toes and of their limited mobility, the circula- 
tion in them is naturally poorer than anywhere else 
in the body and therefore wounds of those parts 
heal with greater difficulty than any other wounds, 
even in normal individuals. 

Those patients with thrombo-angiitis obliterans 
suffer from the effects of a weak circulation in the 
feet for a long time before the frank development 
of the disease, as evidenced by cold, excessive 
paleness, pains and cramps, intermittent claudica- 
tion, occasional swelling of the feet, poor healing 


‘ properties of tissues, etc. When, however, trauma 


to the tissues and blood-vessels is produced by 
the surgeon, the circulation is so much disturbed 
that the resulting wound refuses to heal, an ulcer 
is produced which is exquisitely painful, or a 
slowly acting infection sets in with the exposure of 
nerve terminals, excruciating pain and all the 
symptoms of thrombo-angiitis obliterans. 

The following history is fairly typical and illus- 
trates the point under consideration. The patient, 
thirty-seven years old, a Russian Hebrew, gave a 
negative family and personal history. He was a 
heavy cigarette smoker. About 18 months previous, 
he began to be troubled with coldness and slight 
pain in the right leg and foot, but was not incon- 
venienced till about four months before he was 
seen, when the little toe became red and swollen. 
A doctor, thinking that there was infection, cut 
into the toe and a wound resulted which refused to 
heal and became very painful; the patient was in 
agony day and night. The ulcer showed no tendency 
to heal. Pulsations in the foot were not palpable. 

This history is fairly typical and illustrates the 
importance of obtaining a history and making a 
thorough physical examination when a patient 
presents himself with what might seem to be a 
trivial affection. 
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The following points in the history are suggestive 
of the disease: 

Pain in the feet and legs not relieved by any 
orthopedic measures; cramp-like sensations in the 
calf of the leg when walking, forcing the patient to 
stop frequently; a tingling sensation in the toes; a 
burning sensation in the toes; one foot colder than 
the other; a history of frost-bite and of migrating 
phlebitis. 

The following signs are indicative of the disease: 
a red or dusky red color of the toes or an excessively 
pale appearance of the foot; a rapid blanching when 
slightly elevated; an absence of pulsations in the 
dorsalis pedis or plantar arteries of the foot. When 


the pulsations in one foot are not perceptible or’ 


are weaker than in the other, arterial obliteration 
should be suspected and one should be highly 
conservative in the treatment of any complaint of 
the foot for which the patient may present himself. 

Any surgical interference is contra-indicated 
because of the certain harm done to the circulation 
by the trauma to the tissues and blood-vessels, 
but instead, measures should be taken to improve 
the circulatory condition of the limbs by the 
various means at command. 

The following conclusions are drawn: 

1. Thrombo-angiitis obliterans is, as a rule, 
insidious in its development and many sufier from 
it for years without developing gangrene or the 
extremely painful characteristic ulcerations. 

2. The symptoms and signs of the disease are 
very often mistaken for some other minor surgical 
affection, and surgical treatment is resorted to in 
order to relieve the patient. 

The trauma to the tissues and the blood- 
vessels still more interferes with the nutrition of 
the parts; ulcers are produced which are extremely 
painful and do not heal rapidly, and often gangrene 
supervenes. 

4. In any complaint of the foot, one should 
always bear in mind the possibility of this disease, 
and the physician should go thoroughly into the 
history of the patient and ascertain carefully the 
circulatory condition of the foot. 


FRACTURES AND DISLOCATIONS 


Buckner, H. T.: Treatment of Compound Frac- 
tures of the Forearm. Azn. Surg., Phila., 1918, 
Ixvii, 179. 

The author’s apparatus is also suitable for com- 
pound fractures in and about the elbow-joint. It 
consists of two parts: a metal cuff well padded and 
strapped around the humerus, and a metal frame 
that holds the forearm. The frame is made longer 
than the forearm in order that extension straps 


can be fastened to the forearm, and to the straps. 


is fastened some rubber, that is, fastened to the 


cross-bar of the frame; thus permitting extension 


to be made upon the forearm if desired. A piece 
of canton flannel or muslin can be folded ‘over the 
longitudinal bars and pinned, making a soft 
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hammock for the arm to rest in. If necessary for 
firmer support, a well-padded splint can be put in 
the hammock beneath the forearm. 

The frame is made adjustable, allowing elbow 
motion or fixation in flexion; it is open, so the wound 
can be reached for purposes of medication. By 
turning over the cuff that fits around the humerus 
and by turning over the cross-bars, the apparatus 
can be used on the opposite arm. The splint is 
light and can be made of either aluminum or 
iron; it is an ambulatory splint, and the patient 
can be up and around without retarding his recovery. 

P. G. SKILLERN, JR. 


Vincent, W. G.: Greenstick Fractures of the Fore- 
arm; Correction of the Deformity by Con- 
tinuous Elastic Traction. J. Am. M. Ass., 
1918, Ixx, 78. 

The treatment of greenstick fracture of the fore- 
arm by continuous elastic traction suggested itself 
to the author at a meeting of the New York Surgical 
Society, when Taylor described an elastic traction 
method of treating Volkmann’s ischemic contrac- 
ture. Several months later the author applied 
this method to fractures of the forearm in children. 

The case which he described was that of a child 
who fell three weeks previously and injured the 
left forearm. On examination a greenstick fracture 
of both bones was disclosed. ‘There was con- 
siderable bowing. The callus was still soft so the 
arm could be partially straightened. This deformity 
returned as soon as the corrective force ceased. 

Elastic traction was then employed, which con- 
sisted of the following: A padded wooden splint 
reaching from the elbow to the palm was applied 
to the anterior surface of the forearm and held in 
position by adhesive plaster straps. A fairly thick 
gauze pad, about one and one-half inches square 
and enclosing a bit of splint wood, was placed over 
the most prominent point on the back of the fore- 
arm, and arubber band one-eighth or three-sixteenths 
of an inch wide was slipped over the hand and arm 
so that it encircled the arm at the center of the 
gauze pad, and was held in position by a strip of 
adhesive plaster. The rubber band was under 
moderate tension, and caused no interference with 
the circulation below that point. A gauze bandage 
was applied so as to be snug but not compressive 
from the palm to the elbow. 

At the end of a week the bowing was found to 
have markedly decreased; but as the elastic band 
had been allowed to touch the skin at each border 
of the arm, the skin had been partially cut through 
at each of these points. 

It is advisable to make the splint on the con- 
cave surface somewhat wider than the arm, and to 
pass a broad strip of adhesive plaster rather loosely 
around the arm over the splint and the gauze pad 
which has been placed at the point of greatest 
convexity. The rubber band is then adjusted over 
this and held in position by short, vertically placed 
adhesive strips anteriorly and posteriorly. 
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The author has since applied this method in six 
cases with very satisfactory results. He claims an 
earlier convalescence and freedom from pain. 

M. A. BERNSTEIN. 


Lewis, D.: Separation of the Lower Epiphysis of 
the Femur with Anterior Displacement and 
T-Fractures. Surg. Clin. Chicago, 1917, i, 1105. 


Lewis states that traumatic separation of the 
lower epiphysis of the femur is usually due to 
hyperflexion or hyperextension of the knee-joint, 
and is probably most frequently caused by torsion 
of the leg when the latter is extended. Montgomery 
recently reviewed the literature and reports 27 
cases, including two cases of Lewis’. 

It is interesting to note that in 18 cases the 
injury was caused by the leg being caught in a 
revolving wheel or in machinery. In 7 cases it was 
caused by direct violence. The youngest case 
reported was eighteen months, the oldest twenty 
years. 

Open reduction is the method of choice. The 
author believes that acute flexion may be tried, 
but in his cases the fragments could not be reduced 
nor retained after reduction until the fracture was 
exposed. The epiphysis could be easily reduced 
after the knee was flexed, when direction manipula- 
tion could be combined with acute flexion. Even 
after fixation with a Lane plate it seemed to be 
advisable to maintain some degree of flexion at the 
knee-joint, for there was a tendency for the frag- 
ment to be displaced somewhat when extension 
was attempted. 

Of striking interest are the methods that have 
been used in the treatment of this condition. 
Amputation has been resorted to in 14 out of ‘27 
cases. This was deemed advisable on account of 
the amount of damage to the knee-joint during the 
injury. Resection of the knee was resorted to in 
cases where a proper alignment of the fractured 
ends could not be obtained by the open operation. 
Lewis believes that resection should be limited, 
first to those cases in which the fragments cannot 
be brought into alignment by open operation, and 
when the deformity and disability resulting from 
failure to reduce the displacement would be greater 
than that resulting from shortening of the extrem- 
ity. Secondly, the operation should also be limited 
to those cases in which the structures entering into 
the formation of the knee-joint are so badly damaged 
that the results following reduction of the displace- 
ment would be nil. 

The first case which Lewis presents was a girl 
who sustained a separation of the lower epiphysis 
by catching her heel in a revolving wheel of a 
bicycle. Several attempts were made to reduce 
the deformity with a resulting rotation of the lower 
fragment and flexion of thirty degrees. At a second 
operation the lower fragment was reduced and 
rotated. It was retained in position by a Lane 
plate. The patient made a recovery with one and 
one-half inches of shortening. Lewis believes that 


shortening will increase, since the epiphysis has an 
influence on the growth of the leg. 

The second case was that of a young man who, 
half an hour prior to his admission, was injured 
while riding a motorcycle. A T-fracture of the 
lower end of the femur was found. The lower end 
of the shaft was displaced interiorly, and the 
condyles fairly widely separated by the line of 
fracture, and displaced backward. No open opera- 
tion was performed for a few days, on account of 
an extreme abrasion. During this time traction 
was carried out. ‘The operation which was per- 
formed later was done for a final correction of the 
deformity. This consisted in the introduction of a 
nail transversely through the condyles. The shaft 
was maintained in place by a Lane plate. The nail 
may have to be removed at some future time, Lewis 
states, because they often work out to the skin. 

In commenting on the introduction of nails into 
joint surfaces the author quotes Mann who says 
that nails and screws are tolerated in joint surfaces 
in the human as well as in experimental cases on 
animals with surprisingly little reaction. 

M. A. BERNSTEIN. 


Lane, W. A.: The Treatment of Fractures in 
Warfare. Lancet, Lond., 1918, cxciv, 4. 


The author in this well illustrated article re- 
marks that no surgical cases during the war have 
been so badly treated as simple fractures. This 
was due either to a lack of knowledge of the me- 
chanics of fractures or imperfect technique. Lack 
of asepsis, improper strength of plates and screws, 
screws torn out because the gauge of drill and 
screws did not correspond, and the splinting of 
bone fragments in poor position are some of the 
causes leading to such poor results. 

He concludes as follows: 

1. Only exceptionally should fragments be fixed 
by plates when the wounds are very foul. 

2. If found necessary under such circumstances, 
the screws should be inserted as far as possible 
away from the seat of the fracture. 

3. Operative interference should be postponed 
until the wounds have healed, and consequently 
the tissues are free of organisms. 

4. If a septic focus is noted during operation, 
a culture and vaccine should be obtained for use 
should infection ensue. 

5. Should there be a suspicion of the presence 
of latent sepsis, the Carrel method of irrigation 
should be employed. Otherwise the wound should 
be completely closed. 

6. Under no consideration should any bone be 
removed. Accurate apposition can be obtained if 
the surgeon knows how to bring it about. 

7. Fragments of bone and callus should be saved 
to fill in any interval in the shaft. 

8. Much heavier steel plates are needed in the 
malunited fractures produced by projectiles than 
are usually employed in less comminuted fractures 
in civil life. 
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g. Provided no strain shall be exerted on the 
junction, the sooner a patient with fracture of the 
long bones of the leg is got up and about, the more 
bone will be deposited. For this a good ambulatory 
splint is necessary. 

1o. If the interval between the fragments pre- 
cludes union, a bone graft must be inserted. 

11. Rarefying osteitis around screws and plates 
is evidence of faulty technique. 

12. More skill is required for this work than any 
other war time operative procedure. 

13. Sepsis and hemorrhage are the two greatest 
risks. C. B. HoLiincs 


SURGERY OF THE BONES, JOINTS, ETC. 


Shepherd, W. M.: Gunshot Injuries of the Elbow- 
Joint; Treatment by Early Excision. Brit. M.J., 
1918, i, 149. 

Injuries inflicted in the region of the elbow-joint 
of necessity vary with the nature of the missile, the 
degree of sepsis, and the amount of damage to bone 
and soft parts. The ultimate results of injuries to 
the elbow-joint by gunshot cannot be regarded as 
satisfactory, as in the majority of cases there is 
complete ankylosis. Even if the wound remains 
aseptic, bony out-growth will in the long run inhibit 
movement to a considerable degree. 

When the bones entering into the formation of 
the elbow-joint are badly comminuted, sepsis spreads 
in the surrounding parts and the patient shows signs 
of septic absorption. Whatever method of combat- 
ing infection is undertaken, the results are the same, 
affording risk to both life and limb. 

Primary excision of the elbow for tuberculous 
disease, fracture, dislocation, etc., yields good re- 
sults and it would appear feasible that equally 
good results might be obtained by early excision of 
wounded joints. The degree of sepsis in the sur- 
rounding tissues forms no contra-indication to im- 
mediate excision. The amount of bone to be removed 
depends upon the nature of the primary injury. 

In an early series in which the humerus was re- 
moved just above the epicondyle with the whole 
‘head of the radius and ulna, movement was long 
in returning. In a later series the lower end of the 
humerus was removed above the epicondyles and 
rounded well off, preserving the radius and ulna 
intact and not interfering with the attachment of 
the triceps to the ulna through the angled incision of 
Kocher. 

If the amount of sepsis was great the wound was 
left open and treated with eusol gauze or the Carrel- 
Dakin method, the arm splinted at right angles 
until sepsis subsided. In milder cases the wound 
was partially closed. 

The splint is left off as soon as the wound has 
healed and motion is encouraged. 

The results, even in septic cases, were surprising, 
the patient being out of bed early and movement 
encouraged by the end of the fifteenth to the 
eighteenth day. The author states that the earlier 
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the excision is performed, the more certain is the 
patient to have a good and serviceable arm with free 
movement. V. C. Hunt. 


Cumston, C. G.: The Treatment of Wounds of the 
Knee-Joint from Projectiles in Warfare. Ann. 
Surg., Phila., 1918, Ixvii, 170. 


The anatomical varieties of wounds of the knee 
are many, but may be roughly classified as follows: 
(1) Seton or tunnel wounds without fracture, the 
bullet passing directly through the joint or remain- 
ing free within. This event is not common. (2) 
Wounds with fracture of one of the bones composing 
the joint, such as crushing of the tibial plateau, 
crushing or comminuted fracture of the patella or 
the femur, one or both condyles broken off or 
crushed. (3) Wounds resulting in fracture of both 
tibia and femur, usually: accompanied by fissures 
extending into the knee-joint. (4) Wounds with 
crushing of the articular surfaces, frequently with 
extensive destruction of the surrounding soft 
structures. 

Some surgeons are prone to amputate with far 
too great a readiness in wounds of the knee, par- 
ticularly when there is fracture. This practice 
is bad and should be condemned. 

Amputation is absolutely and unquestionably 
indicated: (1) when there is crushing of the knee- 
joint or when the surrounding soft structures and 
bones forming the joint are so destroyed that they 
cannot be saved; (2) when there is a wound of the 
knee with injury to the large vessels in the popliteal 
space, but ligature may first be done if this is 
possible and an attempt made to preserve the limb, 
although generally the result will be unsuccessful; 
(3) immediate amputation must be done when there 
is gangrene of the leg or when a purulent arthritis 
is complicated by secondary hemorrhage from the 
popliteal artery, as occasionally happens. 

The important principle to follow is to disinfect 
the wound and then obtain thorough drainage and 
immobilization of the joint. Never suture the 
wound after resection; leave it open without a 
single stitch being taken. 

Penetrating wounds of the knee-joint by pro- 
jectiles without lesions of the articular ends of the 
bones, the projectile having made its exit from 
the joint cavity, have been relatively frequent, 
although they are seldom met with in any other 
joint. When seen early, the knee is swollen. 

When there is apyrexia it is probable that the 
lesions to the joint are not serious, and rest in bed, 
compression and immobilization in a fracture gutter 
will soon cause the swelling to disappear. If at the 
end of three to four days the intra-articular fluid 
collection has not become absorbed, it is preferable 
to empty the joint. Never use an aspirating needle 
for this. 

When there is pyrexia, arthrotomy is indicated 
and should be undertaken without the least delay. 

The joint is irrigated once or twice daily with 
sterile salt solution or with some very mild anti- 
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septic solution, if preferred, after which it is good 
practice to spray the joint cavity with ether. 
As soon as there is apyrexia and the wound has 
taken on a red look, irrigation is to be stopped and 
aseptic dry dressings applied every two or three days 
according to the amount of discharge; the drains are 
removed. 

The early removal of bullets, shrapnel or shell 
bits from the joint is imperative. The technique of 
the operator is described. 

Penetrating wounds of the knee with bone lesions 
are very serious on account of their evolution, and 
this fact has led many surgeons to resort to amputa- 
tion at once, a practice which should be most 
strongly condemned. Simple arthrotomy is not 
enough, as many times the epiphyses may be fissured. 
These fissures are the factors of osteomyelitis, 
an important cause for amputation in injuries of 
the knee-joint. 

The proper treatment of these cases is typical 
subperiosteal resection if the amount of damage 
done is not so considerable as to require more than 
the excision of 10 cm., as otherwise the resulting 
shortening would leave a useless limb. When the 
damage to the bone is too considerable, likewise 
that of the surrounding soft structures, with lesions 
of the popliteal vessels, amputation is the only 
recourse left to save the patient, and in order to be 
as economical as possible, always perform circular 
amputation as low down on the thigh as possible 
and never suture the stump. 

Arthrotomy will not prevent the nefarious evolu- 
tion of infection and osteomyelitis, and in cases in 
which this operation has given good results, the 
lesions were confined to the synovia and no damag 
done to the articular surfaces. 

To derive the greatest amount of good from sub- 
periosteal resection of the knee-joint, the time at 
which it is undertaken is of capital moment. If 
the operation is resorted to some time after the 
receipt of the injury, between ten and twenty days, 
or.if the operation is done following a primary 
arthrotomy, which, unfortunately, is not uncom- 
monly the case, it may be termed a late resection. 

Defined as above, late resection gives very bad 
results and is bound to give rise to disappointment 
and discredit this otherwise orthopedic and life- 
saving operation, which should be resorted to early, 
during the first three or four days following the 
receipt of the injury. It is understood that the 
anatomic diagnosis has first been made by means 
of radiography. Epwarp L. CornELL. 


Le Fur, R.: Osteosynthesis in War Surgery (L’osteo- 
synthése en chirurgie de guerre). Paris chirurg., 
1917, ix, 283, 405. 


Le Fur reports 33 personal operations of osteo- 
synthesis in war surgery, the case histories of which 
are detailed and illustrated. Twelve of the cases 
concern the upper limb and 20 the lower limb. 

Osteosynthesis is a method which appeals to the 
younger surgeons of the new war school rather than 
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the experienced men of the older types. But cir- 
cumstances make the method particularly applicable 
to the traumatic fractures of war. 

The operation is not a grave one. In Le Fur’s 
operations, 7 on the humerus, 8 on the femur, and 
10 on the tibia, at times carried out under conditions 
of severe infection, he has not had a single death. 

Osteosynthesis has a special indication in war 
wounds which as a general rule are infected. In 
such case union is liable to fail, or if it does not, it is 
at the cost of enormous callus and malformation. 
In some cases where all the usual methods have 
failed to obtain consolidation, osteosynthesis has 
given excellent results. 

The lapse of time between injury and osteosyn- 
thesis in the author’s 33 cases varied from two days 
to thirteen months; 12 were done in a period less 
than two months; 5 in from two to four months, and 
16 in from four to twelve months or over. 

Le Fur discusses the indications for osteosyn- ' 
thesis in: (a) pseudarthrosis with or without large 
loss of substance; (b) according to the nature and 
progress of the fracture, whether aseptic or infected. 

In the technique the principal points are: chloro- 
form anesthesia; the frequent incision of the existing 
wounds or scars; the osseous extremities are often 
greatly displaced or united by a malformed callus 
or bridge of bone, sometimes there is extensive 
periosteitis, and instrumental removal of all patho- 
logic tissues therefore calls for much patience and 
delicacy so as to free the bone ends in good condi- 
tion; treatment of the bone ends and especially of 
the medullary canal; reduction, coaptation and 
fixation of the fragments. 

The author disagrees with Delbet who counsels 
the use of plates alone in fixing the fragments and 
condemns metallic sutures. Le Fur thinks the latter 
are well supported in an infected area, while the 
plate is often badly tolerated. If the wire suture is 
placed in healthy bone, it does not ordinarily cut it. 

In many cases where plating failed, Le Fur has 
found the wire suture gave good results. He has 
used plates in 19 cases and silver or bronze wire in 
13. In the upper limb suture was done in 9 cases 
successfully, and plating unsuccessfully 4 times. 
In the lower limb both plating and suture have 
equally given good results, though plating gave 
a slower consolidation. 

Le Fur gives details of the technique both for 
suture and plating. 

After operation the limb is immobilized in plaster. 
With regard to removal of the plates, Delbet thinks 
they should be allowed to remain from four to six 
weeks. Le Fur, however, thinks that from three 
to four weeks’ stay suffices, especially if there is 
infection. If the limb is well immobilized nothing 
is to be feared. Sutures are better tolerated. In 
some cases they have been left three months or even 
indefinitely. The postoperative treatment con- 
sists of mechanotherapy, physiotherapy and helio- 
therapy. 

The final results obtained by Le Fur are as fol- 


534 


lows: in the upper limb 13 cases have given 9 
successes and 4 failures, including 3 cases of pseud- 
arthrosis. In the lower limb 20 osteosyntheses gave 
18 successes, 4 of them with delayed consolidation; 
1 partial failure; and 1 total failure. In the latter 
case a bone graft was used. 

By ‘‘success” the author means a completely 
consolidated bone with recovery of function of the 
limb. In the upper limb osteosynthesis with suture 
has given good union in every case where this was 
delayed because of muscular interposition or definite 
pseudarthrosis. W. A. BRENNAN. 


Delageniére, H.: Cartilage Graft After Resection 
for Bony Ankylosis (De la greffe cartilagineuse 
pour assurer un bon fonctionnement artic -— 
aprés résection pour ankylose osseuse). Bull. 
mém. Soc de chir. de Par., 1917, xlii, 2195. 


Delageniére relates the details of two cases of 
bony ankylosis of the elbow after gunshot wounds, 
in which resection was done. A piece of costal 
cartilage was removed from the left side and shav- 
ings of it placed between the sectional bone surfaces 
so that all empty spaces were filled. 

After operation passive motion was begun with 
the greatest care. The final results of the operation 
were excellent, flexion and extension being com- 
plete. Radiographs showing the results accom- 
pany the article. W. A. BRENNAN. 


Leriche, R.: Results of Extensive Primary Sub- 
periosteal Removal of Bone Splinters (Résultats 
de l’esquillectomie sous-périostée large primitive). 
Bull. et mém. Soc. de chir. de Par., 1917, xlii, 2270. 

For a long time Leriche has advocated extensive 
primary subperiosteal removal of bone splinters as 
the only method of assuring the favorable outcome 
of war fractures. His views have met with much 
opposition, since such a course was believed to said 
pseudarthrosis. 

In the present report Leriche gives the results in a 
series of 20 diaphyseal fractures treated according 
to this method, from the seventh to the eighteenth 
hour after injury. The cases include 5 femur frac- 
tures, 5 leg fractures, 4 humerus fractures and 6 
fractures of the radius or cubital bone. 

Consolidation has been effected from the twenty- 
fifth to the fortieth day. The majority of the 
radiographs show an enormous callus mostly fusi- 
form. ‘The reason for the differences between 
Leriche’s results and those obtained by others 
who condemn his method is that total or subtotal 
removal of bone splinters has been done, comple- 
mented sometimes by fragmental diaphyseal resec- 
tions, a method which Leriche has always disap- 
proved. He has always done a wide subperiosteal 
removal of such bone fragments as prevent access 
to the medullary canal. Another reason is the differ- 
ence of opinion as to what constitutes periosteum. 
Many of those differing from Leriche consider the 
periosteum as a membrane of two layers, one hard 
and thick, the other fragile and adherent to the bone, 
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from which it is difficult to detach it. Leriche con- 
siders the periosteum as representing the fertile 
part of the bone, the part utilizable for osteogenesis 
and not a thin layer adherent and detachable but 
merely the external part of the bone, representing 
the old embryonal cells of adolescence. If it is de- 
sired to keep the periosteum integral and fit for 
osteogenesis, this outer layer must not be stripped 
but the bone must be cut into with a special cutting 
file or rasp, and dealt with subperiosteally. 
W. A. BRENNAN. 


Delageniére, H.: Osteoperiostic Tibial Grafts for 


Reconstruction of Bone or Repair of Losses of 
Osseous Substance (Méthode générale et tech- 
nique des greffes. ostéopériostiques prises au tibia 
pour la reconstitution des os ou la reparation des 
pertes de substance osseuse). Bull. et mém. Soc. de 
chir. de Par., 1917, xlii, 2288. 


Delagenicre removes his grafts from the internal 
face of the tibia. In order to obtain a good result 
it is necessary that the two faces of the grafts should 
be placed in contact with the living tissues and that 
no dead space should exist about them. 

It is well to remove all cicatricial and sclerous 
tissue which might come in contact with the graft, 
the vitality of such tissues being much diminished. 

No antiseptics hurtful to the vitality of the graft 
should be employed. 

Good hemostasis is essential in order to avoid 
hematomata; and the ‘wound should be well 
tamponed. 

Delageniére gives the technique of application of 
the tibial osteoperiostic grafts in (a) cranioplastics; 
(b) pseudarthroses of the maxillary with loss of bone 
substance; (c) pseudarthroses of the long bones with 
or without loss of bone substance; (d) stoppage of 
bone cavities; (e) massive facial and other grafts. 

The progress is easily followed by radiography as 
well as clinically. It is seen that the graft becomes 
the point of growth of new bone which leads to 
union. 

Delageniére has never observed an instance of 
resorption of the graft. When there is elimination, 
there is still a result, though the bone formed is less 
solid and thinner than otherwise. 

The results of 118 recent cases were as follows: 
in 52 cranioplastics, 44 very good results, 7 good 
results and 1 failure with elimination; in 27 grafts 
for pseudarthrosis of the lower maxillary with loss 
of bone substance there were 10 very good results; 
7 good results not definitely conclusive, 2 satisfac- 
tory, 3 partial, and 5 bad results. 

In 21 grafts for pseudarthrosis and loss of sub- 
stance of the long bones there were 15 good results, 
3 partial and 1 negative result with elimination. 
There was 1 death from chronic septicemia. Three 
fillings of bone cavities have resulted successfully. 
Sixteen grafts for massive facial defects have given 
14 good and 2 incomplete results. One graft for the 
radical cure of hernia has been followed by a very 
good result. W. A. BRENNAN. 
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ORTHOPEDICS IN GENERAL 


Gillette, A. J., and Chatterton, C. C.: The Ortho- 
pedic Treatment of Deformities Resulting 
from Incurable Paralysis. Minnesola Med., 
1918, i, 1. 

This article deals with various forms of paralysis 
which are often confused with anterior poliomyelitis. 
Progressive muscular paralysis is discussed in a 
broad general way and the suggestion is made that 
these cases are ‘‘greatly benefited for years, but 
never cured, by applying braces and supports.” 

Hereditary ataxia or Friedreich’s disease, caused 
by sclerosis of the posterior and lateral columns of 
the cord, and frequently accompanied by distortion of 
the feet, legs or back, is often benefited by braces. 

Cerebral paralysis of childhood (spastic paralysis) 
is very frequently confused with anterior poliomyeli- 
tis; cerebral paralysis is always a spastic paralysis 
with increased retlex and usually affects the mental- 
ity, while acute poliomyelitis is always a flaccid 
paralsyis with diminished or absent reflexes and 
does not affect the mentality in any way. 

In treating spastic paralysis, the deformity must 
be overcome by tenotomies before braces are applied. 

Pseudo-rhachitic paralysis is frequently confused 
with anterior poliomyelitis. The one symptom 
which is always present in pseudo-rhachitic paralysis 
is that the reflexes are practically normal and the 
child can, with some effort, move its extremities. 

Scorbutic children have been mistaken for an- 
terior poliomyelitics, in the early painful stage. The 
normal reflexes, lack of atrophy and the spongy gums 
will differentiate. Volkmann’s ischemic paralysis, 
Erb’s paralysis and Charcot’s joints are sometimes 
mistaken for anterior poliomyelitis. The localiza- 
tion, history and course of the disease will usually 
be sufficient evidence to make a differentiation. 

Charcot’s joints are best treated by braces since 
excision is out of the question, for the bones will not 
unite, and amputation is useless as the inability 
to lecomote is due to disease of the spinal cord. 

R. B. Correvp. 


Gosman, G. H. R.: Brief Studies in Flat-Feet. 
Mil. Surgeon, 1918, xlii, 56. 

The author believes: 

1. That subjectively symptomless flat-foot, in 
civil life, quickly becomes a source of trouble and 
invariably gives acute symptoms under the burden 
of intensive training. 

2. That any given case objectively showing a 
flat arch, even though of the first degree, should be 
rejected for enlistment, unless all motions of the 
toes and ankles are free to the extreme degree. 

3. That their system of recording, i. e., making 
imprints by applying ordinary finger print ink to 
the sole, after which the foot is placed upon paper 
lying on the floor and the man directed to stand 
squarely upon it, indicates by comparison the degree 
of improvement in motility under muscular exercise 
properly conducted. 

4. That their method employed since August, 
1917, in the treatment of flat-foot is the plan best 
adapted to*the needs of men in the army under- 
going intensive military training. 

5. That the non-resistant exercise plan is most 
effective and shows results well calculated to make 
its adoption in military practice advisable. 

The treatment recommended is as follows: The 
toe exercises are the first ones taken up. The men 
stand on a raised platform like a two-inch plank; 
they are then directed to flex the toes to the extreme 
point of flexion with a hard pull of the flexors of 
the sole of the foot at the extreme point of flexion. 
This is followed by extension without effort. This 
exercise is repeated continuously for from five to 
ten minutes. 

The second exercise is a continuation of this 
flexion of the toes on the sole of the foot, bringing 
into action the tibialis anticus muscle. At the 
extreme point of inversion or adduction, a strong 
hard pull is made, then the foot is allowed without 
any muscular effort to resume its usual position. 

At the beginning fifteen or twenty minutes are 
sufficient for the entire routine of exercise; later a 
full half hour. Puip Lewin. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Silva, R. H.: Two Cases of Spondylosis (Deux cas 
de spondylose). J. de radiol., Par., 1917, ii, 673. 

In the first case presented by the author the 
cervical region showed ossification of the preverte- 
bral ligament, especially about the fourth, fifth 
and sixth cervical vertebra. There was no osseous 
rarefaction. In the dorsal region there was bony 
union of the menisci of the first vertebrae with os- 
seous density, the lesions predominating in the 
anterior part of the vertebrae. The shoulder joints 
were normal. The hip joints showed deformity with 
ankylosis. The scapula showed enlargement of the 
transverse diameter. There was intense calcification 
of the tracheobronchial ganglia. 


In the second case the cervical region showed ossi- 
fication of the prevertebral ligament, which was 
quite rigid; osseous density about the spinous pro- 
cesses and ossification of their ligaments; deformity 
of the glenoid cavities; calcification of the tracheo- 
bronchial ganglia; the humeral head was normal in 
appearance. 

It is known that spondylosis, first described by 
Marie in 1898 and afterward studied by Leri, is a 
disease characterized essentially from the clinical 
viewpoint by a more or less complete ankylosis of 
the vertebral column and the shoulder and _ hip- 
joints. It has been ascribed to syphilis, tuberculosis, 
or myositis ossificans. The author thinks that the 
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marked tracheobronchial adenopathy which com- 
pletely obscured the pulmonary hilum in both of 
these cases indicates an infection either tuberculous 
or gonorrhceal. W. A. BRENNAN. 


Bertolotti: Contribution to the Study of Defects 
in Differentiation of the Vertebrz, Especially 
of the Fifth Lumbar (Contribution 4 l'étude des 
défauts de différentiation des vertebre, et par- 
ticuliérement au niveau de la quinte lumbaire). 
J. de radiol., Par., 1917, ii, 673. 


By defects in the differentiation of the vertebre 
is understood the fact that a given vertebra, cerv- 


ical, dorsal or lumbar, does not show those char- - 


acteristics which differentiate it from vertebre 
belonging to other spinal segments, and that it 
may even show monstrosities of phylogenetic order. 
Abnormal vertebra may acquire the characters of 
the metameres situated above or below them. Thus 
the seventh cervical sometimes shows the character 
of a dorsal vertebra and the anomaly of a cervical 
rib. Such anomalies may pass without recognition, 
but in certain cases they become a source of great 
trouble and danger. An atlas defect, for example, 
characterized by the fusion of its lateral masses 


SURGERY OF THE 


Williamson, R. T.: The Vibrating Sensation in the 
Differential Diagnosis of Affections of the Spinal 
Cord and Peripheral Nerves. Lancet, Lond., 
1918, cxciv, 216. 

Williamson calls attention to the value of the 
vibrating sensation in the differential diagnosis of 
affections of the spinal cord and peripheral nerves 
from hysteria, functional diseases and malingering. 

He tests the vibrating sensation by a large 
vibrating tuning-fork, the foot of which is placed on 
a subcutaneous bony surface, such as the malleoli, 
the inner surface of the tibia in the leg, the anterior 
superior iliac spine, the styloid process of the ulna 
at the wrist, the sternum, etc. 

Loss of vibrating sensation is often one of the 
earliest signs of sensory affection in lesions of the 
spinal cord. It is often lost before other forms of 
sensation are affected. 

In the differential diagnosis of organic paraplegia 
from hysteria, functional disease, and malingering, 
he calls attention to the following point. In any 
case of paralysis or paresis of the legs, if the vibrat- 
ing sensation is lost, while other forms of sensation 
are recognized, and the patient persists in this 
statement in spite of suggestions to the contrary, 
malingering or hysteria is very improbable. In 
malingering or hysteria, if sensation is affected, the 
vibrating sensation and other forms of sensation 
will usually be lost together. 

Vibrating sensation has been lost in cases of 
spinal disease which have come under the author’s 
observation that were probably due to combined 
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with the occipital condyles or by an incomplete 
ossification of the posterior or anterior arcs, may 
give rise to serious consequences. 

The fifth lumbar vertebra normally may acquire 
the characteristics of a sacral vertebra. This rela- 
tively frequent accident has the marks of a real 
pathological entity which appears in individuals 
towards the end of their growth period without 
in any way previously suggesting its presence. Lum- 
bar neuralgic pains radiating into the lower limbs, 
with all the characteristics of rebellious sciatica, 
atrophy, and sometimes considerable impotence, 
constitute these symptoms. 

Radiography shows an abnormal unilateral or 
bilateral development of the fifth lumbar vertebra 
which has more or ‘less intimate relations with the 
sacrum. Examination shows the lumbar region 
shortened, the back flat, the bi-iliac diameter in- 
creased; there is some dorsolumbar kyphosis and 
lumbosacral angular scoliosis. The diagnosis must 
be differentiated from vertebral tuberculosis and 
urinary calculi. The author affirms that in the 
large majority of cases the so-called essential 
sciatic neuralgias are caused by vicious formations 
of the sacrolumbar region. W. A. BRENNAN. 


NERVOUS SYSTEM 


pos erolateral degeneration and lost at a very early 
stage before other forms of sensation had been lost. 
He quotes the case of a man called for military service 
in 1917. The patient stated that he considered 
himself unfitted for military service because of a 
weakness or heaviness in his legs and slight un- 
steadiness in walking. Little could be detected on 
examination. On the next examination no signs of 
cerebral disease or tabes could be detected, and the 
slight unsteadiness in walking could have been 
attributed to neurasthenia or malingering but for 
two signs. The knee-jerks were normal; no ankle 
clonus could be obtained; and the only definite 
sign of organic disease was the loss of the vibrating 
sensation on the legs and the change in the plantar 
reflex. Six months later he showed well-marked 
signs of organic disease. 

Williamson calls attention to the value of testing 
the vibrating sensation in the numerous cases of 
lesions of the cord and peripheral nerves now coming 
under observation in military practice. 

G. W. Hocurein. 


Langley, J. N.: The Effect of Intermittent Stretch- 
ing on Muscles and Nerves After Nerve Sever- 
ance. Brit. M. J., 1918, i, 141. 


One of the problems of the treatment of cases of 
nerve severance is the time during which movement 
of the paralyzed muscles can be allowed and the 
extent to which it can be carried on with safety. In 
the period before suture the practice is to allow some 
degree of movement, while for a time after suture 
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no movement at all is allowed, for, as Sir Robert 
Jones says, ‘‘the slightest stretching of a muscle on 
the point of recovery disables it again;’’ also pro- 
longed stretching of a muscle causes prolongation. 

The effect of intermittent stretching might be 
advantageous or the reverse, according to the weight 
which is laid on particular events. On the one hand 
it forces lymph from the muscles, and so presumably 
metabolic products, and this one would expect to 
be advantageous. In denervated muscles connective 
tissue increases and part of the late contracture is 
attributed to the shrinking of the newly formed 
tissue. The connective tissue when first formed is 
soft and extensible, and intermittent extension will 
elongate the developing fibers, so that when they 
shrink there may be less tendency to contracture. 
On the other hand, muscles after denervation rapidly 
lose weight and in this state cannot stand as great a 
strain as normally. 

In an experiment on an animal it was shown that 
stretching the paralyzed muscle a great number of 
times to about the full normal extent did not 
appreciably affect the atrophy. The author has 
made observation on muscles in later stages of 
atrophy up to about three months and has seen no 
sign that they are injured by moderate intermittent 
tension, or by the degree of strain exercised by 
antagonistic muscles, provided this is not prolonged. 

The author concludes frem his observations that, 
in the pre-suture period, fairly free extension and 
flexion movements are not likely to injure either 


muscle or nerve, but forcible movements are always 
to be avoided. 

As regards stretching of a nerve by movement 
after nerve suture, where the nerve is not shortened, 
restricted movements can be made without injury. 
In experiments on animals it is shown that a con- 
siderable degree of movement does not prevent 
rapid regeneration in an unshortened nerve. In 
man, the author concludes, when the nerve is not 
shortened, slight movements can be begun in a few 
weeks and rapidly increased in extent. 

In the great majority of cases in man the nerve 
has to be shortened, and until the ends become firmly 
joined a very slight movement may be sufficient to 
rupture the fibers at the junction and cause a more 
or less serious delay in regeneration. The greater 
the shortening of the nerve, the greater the risk. It 
would probably be better to insert a piece of fresh 
nerve when much nerve has to be excised. 

It is generally recognized that if a nerve has been 
severed, the sooner it is sutured the better. The 
difficulty is in distinguishing between complete 
nerve compression which will recover without opera- 
tion, and nerve severance whicly requires operation. 
In simple compression new fibers are formed in the 
part of the nerve just below the point of injury long 
before there is any sign of recovery on stimulating 
muscles and motor points. If, then, this region could 
be stimulated without the stimulation spreading to 
the normal nerve, it would give rise to sensation, and 
compression would be diagnosed. V. C. Hunt. 


MISCELLANEOUS 


CLINICAL ENTITIES—-TUMORS, ULCERS, 
ABSCESSES, ETC. 


Bullock, F. D., and Rohdenburg, G. L.: A His- 
tological Study of Heterologous Tumor Grafts. 
J. Cancer Research, 1918, iii, 31. 


While the death of some heteroplastic tumor 
grafts may, perhaps, be attributed to the action 
of lymphocytes and connective tissue, there is no 
histological proof that it is always determined by 
these factors. Tumors elicit in foreign species a 
reaction of much the same character as that pro- 
duced in homologous animals. Removal of the 
spleen has no influence upon the receptivity of an 
animal toward heteroplastic tumor grafts, nor does 
splenectomy favor the growth of heteroplastic 
tumor grafts. One inoculation of a heterologous 
tumor does not always render an animal immune to 
the temporary growth of a subsequent heterologous 
graft. Max Kaun. 


Lumiére, A.: The Laws of Cicatrization of Cuta- 
neous Wounds (Les lois de la cicatrisation des 
plaies cutanées). Rev. de chir., Par., 1917, liii, 656. 


Lumiére reviews the work of Carrel and others 
who studied the relation between the size of a 


wound and its rate of cicatrization. Carrel found 
that cicatrization proceeded more rapidly at the 
beginning than at the end of the repair period; that 
cicatrization was proportionate to the surface of 
the wound; and that the process of contraction was 
the most important factor in the repair of a wound. 

Such deductions have been translated into 
mathematical formule which the author gives and 
interprets. 

The author has made a number of clinical ob- 
servations and experiments in various hospitals; 
also experiments on dogs in an endeavor to verify 
the laws of cicatrization. 

His findings differ from those of Carrel. For 
experimental, non-infected wounds, frequently 
dressed by the antiseptic method, in a given animal 
species, he deduces the following laws of cicatrization: 

1. The rate of cicatrization of a wound is con- 
stant; that is to say, the wound cicatrizes as rapidly 
toward the end of the healing period as at the be- 
ginning. 

2. The time necessary for cicatrization is pro- 
portional to the greatest diameter of the wound. 

3. In healthy animals of the same age and in the 
same species, the rate of healing is practically the 
same. W. A. BRENNAN. 
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Tuffier, T., and Desmarres, R.: A Note on the 
Progress of Cicatrization of War Wounds. /. 
Exp. Med., 1918, xxvii, 165. 

The therapeutic effect of a physical or chemical 
agent on the cicatrization of wounds can be ascer- 
tained empirically, the authors state, from the rate 
of the process of cicatrization, and to demonstrate 
this effect scientifically it is necessary first to deter- 
mine exactly the normal progress of a sterile wound, 
that is, the course of cicatrization in a given time, a 
unit of measure being thus obtained. When the 
normal progress of the cicatrization of a wound that 
is kept bacteriologically sterile is known, it becomes 
possible to study the changes taking place under 
physical or chemical influences. 

The authors are aware that to subject organic 
processes to a mathematical formula is always a 
hazardous procedure. However, they believe that 
by elim‘nating certain causes of error and adopting 
the controlled conditions of experimentation, results 
can be obtained which show the exact coincidence 
of mathematical forecasts with clinical evidence. 
This parallelism, they believe, is constant and 
regular; and if it becomes irregular, it is due 
to an error in therapeutic methods, thus furnish- 
ing a means of control of the care given to the 
patient. 

The present work is the result of observations 
on 20 cases in regard to the sterilization of the 
wounds as well as their rate of healing. 

The authors point out that cicatrization results 
from two processes, contraction of connective 
tissue and epidermization, contraction being in 
reality a mechanical action connected with the 
appearance of granulations on the surface of the 
wound. It is also known from the work of du 
Nouy that a sterile surface wound heals in a period 
of time which can almost invariably be predicted 
by a simple calculation. It has also been shown by 
du Nouy that the index is clearly connected with the 
age of the patient and the initial surface of the 
wound; from a considerable number of observations, 
a short table has been constructed which, on the 
assumption that the wound is sterile, makes it 
possible to determine the index a priori after only 
one measure of the surface, when the age of the 
patient is known. The index varies approximately 
between 0.02 and 0.08. 

From their experiments the authors suggest 
some hypothetical conclusions bearing on the 
evolution of cicatricial tissue. The arterial circula- 
tion deposits in the wound chemical substances 
necessary for contraction of the wound and for 
epithelial proliferation. When the biologic process 
was not hindered by any special or severe bacterial 
infection, this deposit was as regular as the circula- 
tion itself, and enabled them to determine in 
advance the date of cicatrization. It even seemed 
as though when the epidermization process was 
retarded by a slight infection, the substances neces- 
sary for epidermization were stored up in the wound, 
and wh n the delay due to infection was removed, 


the epithelium found an accumulation of nutri- 
tive substances and, so to speak, made up the lost 
time. 

Moreover, when an infection entirely or partially 
stopped epidermization, they observed that after 
the infection had disappeared the progress of new 
epidermization was much more rapid than normally; 
it even passed the calculated curve. The infection 
apparently left in the wound the chemical sub- 
stances which activate epidermization. 

The existence of these physical or chemical 
activating agents was indicated again by two 
anatomical clinical facts. In treating a scalp wound 
in which there was practically no epidermization 
for many months, they applied over the entire 
surface of the sterile wound dermo-epidermic grafts 
of foetal skin. After apparently taking, the grafts 
were absorbed and disappeared, but epidermization 
of the periphery of the wound, which hitherto had 
not progressed, took place abundantly, almost a 
hundred times as much as before. 

The authors believe that by mathematical meas- 
urements the problem of the action of various 
organic fluids on the cicatrization of wounds can 
be solved. GeorceE E. BEILBy. 


Rishmiller, J. H.: The Treatment of Surgical 
Shock. J.-Lancet, 1918, xxxviii, 43. 


The remedies employed are: (1) adrenalin 
chloride; (2) pituitrin; (3) blood transfusion; (4) 
hypodermoclysis; (5) enteroclysis; (6) intravenous 
saline; (7) morphine. 

The blood-pressure should be taken in every 
case, as digital estimation may be misleading. 
Operations on the lower extremity may be done 
under local anesthesia, since this by blocking 
nerves has a tendency to prevent shock. 

The author reports a case in which there were 
very extensive crushing injuries, much loss of 
blood, and extreme shock. He adds conclusions 
taken from a previous paper on shock and its 
surgical significance in the New York Medical 
Journal, March to and 17, 1900: 

1. Sensory nerve irritation of sufficient force to 
produce vasomotor exhaustion causes vascular 
nerve paralysis. 

2. Children and the aged are very susceptible to 
shock. 

3. Hemorrhage, especially venous, is the prin- 
cipal cause of shock. 

4. There are two distinct varieties of shock: 
(a) prostration with indifference; (b) prostration 
with excitement. 

5. Peritoneal absorption of septic material 
causes death through shock before peritonitis can 
develop. 

6. Subnormal temperature, irregular pulse, super- 
ficial respiration, cold anzwmic extremities, and 
clammy perspiration contra-indicate operation. 

7. The severity of operative shock depends on 
the length of operation and the degree of anzsthesia. 

H. J. VAN DEN BErc. 
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Gatellier: A Study of Shock in the Severely Wound- 
ed (Contribution a l’étude du shock chez les grands 
blessés dans une ambulance de l’avant). Bull. et 
mém. Soc. de chir. de Par., 1918, xliv, 11. 


In Gatellier’s ambulance service 6,667 wounded 
have been observed since May, rors. He has there- 
fore had abundant opportunity to observe cases of 
shock. He divides shock into the nervous, hemor- 
rhagic, toxic, and septic varieties. The so-called 
pseudo-shocked cases due to exhaustion and cold 
are not included. 

In hemorrhagic shock, no matter how desperate 
the condition, immediate operation is indicated. 
In 112 severe cases Gatellier operated in 103. The 
9 others died before operation. Of the 103 operated 
cases, 96 recovered, 7 died. All were ligated. That 
is to say, ligature in full shock has given Gatellier 
‘93 per cent recoveries. Ether is used as the an- 
zsthetic and at the moment of ligating, an assistant 
injects 500 ccm. of adrenalized salt solution in- 
travenously. 

Gatellier distinguishes toxic shock from hemor- 
rhagic and nervous shock. When such is found, it is 
generally in cases of large open muscular ruptures 
in the buttock or thigh regions, with fractures of the 
femur, etc.; the muscles are discolored and cold. 
There is a sort of stupor or death of the muscles. 
Gatellier thinks that the hemostatic band aids in 
bringing about this condition of shock if left too long. 
He is of the opinion that shock in such cases is due to 
an intoxication aggravated by delay. Hence he 
favors immediate surgery. He either amputates at 
once or does a large myectomy. It is followed by 
injections of ether, serum, etc. Thirteen cases have 
been so treated and all have recovered. The re- 
moval of the source of toxin relieves the shock. 

This immediate operative treatment of shock, at 
least of certain cases, would have previously 
appeared revolutionary or may even yet be so con- 
sidered by many. Early operation under the con- 
ditions stated is considered by the author to be the 
essential treatment of shock and like all other war 
surgery is a matter of military organization. 

W. A. BRENNAN. 


Timme, W.: A Case of Pluriglandular Disturbance; 
Organotherapy; Cure. Arch. Pediat., 1917, 
XXXIV, 


The case of a boy is reported. His weight at 
birth was 51% pounds; at the end of his first year, 
23 pounds. Dentition was normal. Measles and 
pertussis occurred at 3 and 6% years of age. Ton- 
sillectomy was done two years before he was seen. 
Both testicles were undescended until 114 years 
previous, but at examination they were in the 
inguinal canal. 

The father had psychosis probably of a dementia 
precox character, and also had a tendency to acro- 
megaly. The grandmother had a mild case of hy- 
pothyroidism, as did one maternal uncle. 

The Wassermann test proved negative. The 
boy’s condition gradually became worse, he lost 


539 


weight, his fatigue became extreme, the fingers 
became purplish and swollen at times and the pus 
increased. In July, 1915, numbness in the ex- 
tremities developed with increasingly painful par- 
oxysms, especially at night. At these times pares- 
thesia also supervened and sleep was almost im- 
possible. On hot days the extremities were better. 

When examined in December, 1915, the boy was 
seven and one-half years of age, poorly nourished, 
pale and anemic. His posture and gait were normal; 
height was 4634 inches, and weight 4214 pounds. 
There was a generalized weakness of the entire 
musculature, but no ‘atrophy, no tremor, and no 
inco-ordination. Blood-pressure was 80 systolic 
and 45 diastolic; pulse was 85 while at rest. The 
heart was normal, though its musculature seemed 
weak. There was a vasomotor paresis. 

The boy lacked self-control, and was pugnacious 
and resentful, he was not amenable to discipline, 
and was impatient of his mother’s criticisms, an- 
swering back with lowering brow and patent enmity. 
He took arf interminable time to dress and undress 
for the examination and no amount of persuasion 
could change this. He lacked initiative and was 
becoming continually more dull and sluggish. 

The radiograph showed a lack of development of 
the bony structures, and an X-ray of the skull 
showed a much contracted sella turcica, but with 
clear sinuses. The hair was lustreless and brittle. 

Pituitary medication was begun December 14, 
1915, in the form of whole gland capsules twice a 
day. Three drops of adrenalin in salt solution were 
given by mouth three times daily after meals. 

By January 18, 1916, he had improved mentally. 
His stature had increased one-fourth of an inch; his 
weight was 43 pounds. As his weight gradually 
increased, it was thought wise to begin with small 
doses of thyroid, as this gland was second only to 
the pituitary in its deficiency. The adrenalin was 
stopped and thyroid, gr. 1:10, twice a day was 
ordered. 

On October 21, 1916, his weight was 47 pounds; 
height 487% inches, a gain of 21% inches in height in 
nine months. Both testicles were well descended 
into the scrotal sac. The hair was glossy and 
smooth, the extremities in perfectly normal con- 
dition. His mental condition was excellent and 
undergoing the usual transitional period, childish 
antics and silly behavior, with a sunny disposition. 

Examination on June 23, 1917, preparatory to 
going to a boy’s camp for the summer, showed his 
weight 5114 pounds, and height over 50 inches. The 
general condition of the body and organs was 
excellent. His mentality was also excellent. He 
was discharged as cured. Epwarp L. CorNe-t. 


Koch, W. F.: Tetany and the Parathyroid Glands. 
Med. & Surg., 1918, ii, 9. 

The author believes that the calcium deficiency 
has little to do with the essential etiology of para- 
thyroid tetany, thus contradicting the findings of 
MacCallum, Voegtlin, Lambert and Vogel. Koch 
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finds methyl cyanamide in the urine of parathy- 
roidectomized dogs. This substance was isolated 
from the urines of 47 dogs after parathyroidectomy, 
though in exceedingly small quantities, namely, 
1.2 gr. of the picrolonate of the cyanamide and 2 
gr. of the picrolonate of its polymer trimethyl- 
melamine. Koch assumes that this substance is 
the mother substance of the guanidines, which in- 
duces intoxication symptoms. Koch suggests acid 
therapy instead of calcium therapy. It should be 
so regulated as to keep the guanidine production 
below the threshold of toxicity without producing 
a distinct acidosis. All that is necessary is to main- 
tain the normal electric neutrality of the blood. 
Max Kaun. 


Bernhard, A.: The Chemistry of Transudates and 
Exudates, with Reference to Their Non-Protein 
Nitrogenous Constituents. Jniersi. M. J., 1918, 
xxv, 188. 


The author concludes that his results show 
definitely that the non-protein nitrogenous con- 
stituents of transudates and exudates are com- 
parable with the non-protein nitrogenous con- 
stituents of the blood, and that they are increased in 
nephritis with retention, while the sugar content 
of such fluids is increased in diabetes. 

Max Kaun. 


SERA, VACCINES, AND FERMENTS 


Krotoszyner, M.: Practical Value of the Comple- 
ment Fixation Test for Gonorrheea. Calif. 
St. J. Med., 1918, xvi, 90. 


Easily the most important article of the last few 
months for the urologist is the article on the gonor- 
rhoeal fixation test. Every urologist in this country 
should study this article. Many of the author’s 
statements are striking and convincing: ‘Several 
observations in which the positive reaction per- 
sisted on repetition of the test concerned old men 
with healthy wives and large families. In most of 
these cases a gonorrhceal attack in early manhood 
was admitted.” 

Krotoszyner finds that 40.5 per cent of 66 cases 
of so-called sexual neurasthenia were positive. Again, 
“of 18 husbands, 16 had a positive and two a 
negative reaction. Both wives of the husbands 
with the negative reactions had a positive test.” 

The author tabulates his cases seriatim in tables. 
The laboratory work was done in the Pacific 
Wassermann Laboratory and checked by the 
German Hospital Laboratory. 

The author’s conclusions are worthy of being 
embodied entire because they are the result of an 
immense amount of study and large material. He 
studied 403 cases on which he made 500 comple- 
ment fixation tests. His conclusions are: 

Standardized technique and antigens are indis- 
pensable prerequisites toward rendering laboratory 
reports upon the complement fixation test for gon- 
orrhcea more uniform and reliable. 
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The test is valueless for practical purposes, un- 
less uniform reactions can be obtained in at least 
80 per cent. 

Only strongly positive reactions are of diagnos- 
tic significance and may occasionally lead to the 
detection of a hitherto unsuspected specific focus. 

A weakly positive, or doubtful reaction is in 
all probability entirely valueless for practical 
purposes, since an old and non-infectious, en- 
capsulated gonococcic focus may produce a strong- 
ly positive result, while a matrimonial candidate 
with an infectious urethro-prostatitis may exhibit 
a weak or negative reaction. 

It is safe to say that the complement fixation 


‘test will never assume the importance for gon- 


orrhoa that the Wassermann test possesses for 
syphilis. A. C. STOKES. 


BLOOD 


McJunkin, F. A.: A Simple Technique for the 
Demonstration of a Phagocytic Mononuclear 
Cell in Peripheral Blood; First Report of 
Studies on the Mononuclear Cells of the 
Blood. Arch. Int. Med., 1918, xxi, 59. 


The purpose of this report is to describe a method 
by which a mononuclear cell constantly present in 
normal blood may be shown to be phagocytic, and 
to point out certain characters of the cell that 
suggest its origin. 

Attempts at the identification and classification 
of non-lymphocytic mononuclear leucocytes have 
for the most part been based on staining char- 
acteristics. Methods dependent on the functional 
activities of the blood-cells have, however, been 
employed, and of these vital staining has attracted 
most, attention. The usual statement of observers 
employing this method has been that cells which 
stain vitally did not appear in the peripheral 
blood, or appeared there in negligible numbers. 

The method used was simple, but some of the 
details required considerable care in their execution. 
The object to be attained, the author states, is to 
bring the leucocytes into contact with fine particles 
of carbon at the body temperature and under 
exact and uniform conditions, and then to fix and 
stain them properly. 

The functional behavior of fixed tissue cells 
was constantly made use of in their identification, 
and of the cell functions phagocytosis has been one 
of importance and has attracted a great deal of 
attention. In general, the phagocytic properties of 
the cells commonly met with are known. Fibro- 
blasts, identified by the use of appropriate stains, 
rarely or never have been found to have incorporated 
foreign particles within their cytoplasm; none of 
the enormous number of lymphoblastic cells 
found in various normal and pathologic tissues were 
phagocytic; while polymorphonuclear neutrophiles 
incorporated different bacteria and ingested non- 
bacterial substances. 

In the lesions of typhoid fever, in tubercles and 
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in other pathologic processes, endothelial cells 
divided, became free and migrated through the 
vessel wall into the extravascular tissue. This was 
seen in single oil-immersion fields of tissue that 
were perfectly preserved. ‘These free mononuclear 
leucocytes of endothelial origin were frequently 
phagocytic for other tissue cells, red blood-cor- 
puscles, certain bacteria and for various non- 
bacterial particles such as carbon. The mono- 
nuclear cells of the blood shown by these experiments 
to be phagocytic for carbon corresponded in mor- 
phology and phagocytic properties to the endothelial 
leucocytes of the tissues, and it seemed to the 
author likely that this class of leucocytes might 
prove to be of endothelial origin. That they are 
not related to the polymorphonuclear leucocytes, 
he states, was clearly shown by their phagocytic 
properties. 

In order to determine the behavior of tissue cells 
during life, certain coal tar and natural dyes were 
injected into animals intravenously and by other 
routes, and the tissues examined after a varying 
number of hours and days. Vitally stained cells 
were said not to be present in the peripheral blood 
of the animal treated in this way, but granules of 
the stain were present in tissue cells spoken of as 
macrophages, which is a term implying that the 
cells containing the granules were capable of 
phagocytosis. The term phagocytosis, McJunkin 
states, is not correctly applied to the passage of a 
substance in solution into the protoplasm of a 
living cell, although it is there changed over into 
insoluble granules. He does not consider it possible 
to say whether all phagocytic cells are vitally 
staining or not, but certainly intravital staining as 
commonly carried out is useless for the demon- 
stration of phagocytic cells in the blood. 

Since none of the small mononuclear cells that 
were typical lymphocytes ingested the carbon, it 
was evident to the author that lymphocytes and 
phagocytic mononuclear cells were comprised in 
the. mononuclear group of leucocytes. He believes 
that all of the phagocytic cells, owing to their 
resemblance to large lymphocytes especially, cannot 
be accurately identified by means of any of the 
blood stains now in common use without the em- 
ployment of a reaction to determine their phagocytic 
properties. Georce E. BEILsy. 


Meleney, F. L.: A Study of Ante-Operative and 
Postoperative Blood Counts in Non-Infective 
Surgical Conditions. Ann. Surg., Phila., 1918, 
Ixvii, 129. 

With the purpose of finding out the extent of 
postoperative leucocytosis in man and also arriving 
if possible at some conclusions regarding the prime 
factors in its production, 51 cases were studied 
in the wards of the Presbyterian Hospital. These 
cases were chosen at random, the only cases not 
accepted in the series being those in which an 
acute infection was present before operation or a 
marked infection expected after it. 


An ante-operative count was made on the after- 
noon before the morning operation; in only a very 
few cases count was made just before operation. 
A second count was made on the afternoon of the 
day of operation, approximately six hours after 
operation. Another count was made every after- 
noon following until it returned either to normal or 
to the initial count. In making averages, those cases 
which fell to normal before the twelfth day were 
considered to maintain their final count until 
that day. 

The findings were as follows: 

In surgical cases undergoing operation without 
infection, the white cells increase in number and 
about six hours after operation have more than 
doubled. 

The response is due almost entirely to the out- 
pouring of polymorphonuclear cells. 

There is a trivial rise in red cells after operation, 
but in the subsequent ten days this is followed by a 
progressive anemia with an average loss of about 
one-half million cells per cmm. 

The white cell count may be expected to fall 
rapidly in clean cases and reach normal on the fourth 
day. In infected or contaminated cases it will fall 
much more slowly. 

Infection and contamination have nothing to do 
with the initial rise, but on the second or third day 
= operation they will tend to keep the count 

igh. 

Other things being equal, the count will be higher 
in those cases in which there is severe trauma to the 
tissues, many sutures and ligatures used, consider- 
able loss of blood and long anesthesia, especially 
with ether. 

Normal individuals will produce a higher leu- 
cocytosis than abnormal types. 

Epwarp L. CornELL. 


Propping, C.: Gangrene Due to Ligature of Im- 
portant Arteries. Muenchen. med. Wcehnschr., 
1917, No. 18. 


The author points out that in 1916 Sehrt recom- 
mended that in ligating an important artery, liga- 
ture of the corresponding vein should be done. 
Sehrt explained that the capillary supply in the 
region may be insufficient owing to a too rapid 
venous deflux and the nutrition of the region may 
suffer, giving rise to gangrene. The cause of such 
a gangrene is not due to a want of collateral cir- 
culation, but is the result of a disproportion between 
the collateral arterial flow and the venous deflux 
which causes a disturbance in the equilibrium of 
these two factors. 

Gangrene of a limb is more frequent after ligature 
of the artery alone. Sehrt found that in the lower 
limb there was gangrene after ligature of an artery 
alone in 20 per cent of the cases, but after simulta- 
neous ligature of the artery and corresponding vein 
there was gangrene in only g per cent of the cases. 
In the upper limb after ligature of the artery, gan- 
grene occurred in 7.8 per cent of cases, but there was 
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no case of gangrene after ligature of the artery and 
vein. The smaller percentage of gangrene in the 
upper limb is accounted for by the larger number of 
veins. 

The practical results of the proposal to ligate 
both artery and vein seem to be to cure stasis by 
means of stasis; to meet the diminution of the capil- 
lary current by a restriction of the venous deflux 
and re-establish the disturbed equilibrium between 
inflow and outflow. In cases where gangrene is 
threatened, the contemporaneous pt 20 of artery 
and its accompanying vein is counseled. The 
author particularly recommends ligature of the 


internal jugular vein when the internal carotid is . 


ligated. W. A. BRENNAN. 

Newell, E. D.: Blood Transfusion in Emergency 
Surgery; Sodium Citrate; Indirect Method. 
South. M. J., 1918, xi, 145. 

Newell favors the sodium citrate method of 
transfusion. The advantages he cites as follows: 
(rt) the equipment is inexpensive and always at 
hand; (2) the technique is quick and as simple as 
an intravenous infusion; (3) no trained assistants 
are necessary; (4) the donor need not be in the 
same room with the recipient; no psychology; the 
recipient need not even be removed from the bed; 
(5) no blood-vessels are divided or destroyed; no 
ugly scars are left; (6) the quantity given can be 
accurately measured; and there is no clotting of 
blood. 

He lists the following disadvantages: (1) possible 
biological changes in the blood; this, however, is to 
be ascertained by further investigation; (2) chills 
occur after administration of citrated blood in 
twenty to twenty-five per cent of cases, but they 
are never serious; (3) possible toxicity of the 
blood if extremely large quantities of the citrated 
solution are given, but 2,500 ccm. of a 0.2 per cent 
solution can be given before the average dose is 
obtained, and this quantity is seldom, if ever, 
administered at one sitting. 

The technique that Newell recommends is a 
combination of the Lindemann and Lewisohn 
methods. Drawing the blood first into a 200 ccm. 
syringe containing 2 ccm. of a 2 per cent sodium 
citrate solution, this is injected into the vein of the 
recipient and ten to fifteen minutes are allowed 
to elapse to await developments. If there is no 
anaphylactic action, two 200 ccm. syringes full of 
blood with the requisite amount of sodium citrate 
solution in them are drawn off and injected through 
a smaller needle into the recipient at pleasure. 
After the first 200 ccm. are administered, the 
syringe may be disconnected from the needle and 
the second syringe attached to the same needle. 

The syringes with the citrated blood can be kept 
stored at almost any temperature, transported any 
reasonable distance, and used at the pleasure of 
the physician. There is no change in the blood 


from contact with air, with the graduate, rod, or 
gravity outfit with its long tubing. This method, 
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which requires three syringes with two tieedles, 
brings transfusion down to the plane of intravenous 
medication. ALBERT EHRENFRIED. 


Speidel, W. C.: Transfusion of Blood by the Direct 
Method with Observations Covering an Expe- 
rience with over Forty Transfusion Operations. 
Northwest Med., 1918, xvii, 44. 


Among the cases treated are 16 of pellagra, 7 of per- 
nicious anemia, water gas, carbon monoxide poison- 
ing, crushing injury of the leg, gunshot wound of the 
leg, stab wound of the chest with hematothorax, 
hemorrhage neonatorum, puerperal sepsis, thy- 
roidectomy plus hemorrhage, intestinal hemorrhage 
due to eroding duodenal ulcer, cases in which trans- 
fusion proved of sustaining and palliative value, 
but in some of which the results were materially 
complicated by the accompanying state of severe 
hemolytic infection or extreme condition of shock. 

The author does an arteriovenous anastomosis by 
means of the Elsberg modification of the Crile 
cannula and has found it most satisfactory and 
comparatively simple over that of the Crile cannula 
which was used in the pellagra cases mentioned. 
As an additional step to the usual technique, the 
author makes a practice of suturing the cut ends 
of the radial artery. Epwarp L. CorneLt. 


BLOOD AND LYMPH VESSELS 


Donati, M.: Wounds of Blood-Vessels of the Limb. 
(Ferite dei vasi sanguigni degli arti.) Chir. d. 
organ. d. mov., Bologna, 1917, i, 191. 

The author reports 46 war injuries of blood- 
vessels of the limb observed by him in one of the 
Italian territorial hospitals. Of these, 18 were 
bullet wounds, 14 grenade injuries, 7 shrapnel and 
7 bomb wounds. In 2 cases the vascular injury was 
a through-and-through perforation; in 23 it was a 
lateral wound causing some loss in the substance 
of the vascular wall; in ro cases there was total 
laceration or complete section of the vessel. Eighteen 
of the cases were associated with bone fractures, 
and 12 with nerve lesions. 

The author gives a detailed history with a dis- 
cussion of each of the 46 cases. Many of the cases 
are illustrated. 

In summing up his experience from the great 
variety and degree of gravity of these lesions, the 
author is impressed by the importance of immediate 
surgical intervention. Definite hemostasis can then 
be made with the least danger in the as yet un- 
infected areas, and non-suspected lesions in im- 
portant vessels are discovered and repaired. Such 
rational intervention, also, by widely opening up 
the track of the wound and finding the exact lesions 
of the bones and soft parts, will frequently obviate 
later interventions for secondary hemorrhage, 
hamatomata and aneurisms. 

Once a vascular lesion is diagnosed, whatever its 
nature may be, immediate operation is justified. 
Delay should be considered only in such special 
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cases as true aneurisms of small volume, not in- 
fected and not involving neighboring nerve-trunks. 

Operation in the majority of cases will consist in 
ligaturing in healthy tissue above and below the 
injured segment of the vessel with or without 
excision of the segment itself. 

The ideal treatment, viz., repair of the vascular 
lesion with immediate reconstruction of the vessel 
lumen, cannot be realized since it calls for special 
conditions of asepsis, but this can be efiected in a 
secondary operation for arterial or arteriovenous 
aneurisms. 

In particular cases and with suitable conditions, 
the author recommends the temporary intubation 
of the injured artery with paraffinated silver tubes, 
according to Tuflier’s technique. This procedure 
avoids the sudden arrest of the circulation and 
favors dilatation of the collateral vessels. The 
author thinks that the success of this method merits 
its trial in recent injuries of the limb vessels, espe- 
cially if associated with fractures or multiple wounds, 
in order to avoid the danger of gangrene. 

The author has never used the compressive tam- 
pon to secure hamostasis; nor has he found that this 
was effective in those cases coming to him in which 
it had been done. W. A. BRENNAN. 


POISONS 


Hopkins, J. G., and Parker, J. T.: The Effect of 
Injections of Hzmolytic Streptococci on 
Susceptible and Insusceptible Animals. J. 
Exp. Med., 1918, xxvii, 1. 

The observations recorded in this paper were 
made in the course of a study of streptococcus in- 
fection and immunity. In order to study the prob- 
lem of the immunization of animals against strepto- 
coccus infection, it was necessary first to obtain as 
clear a picture as possible of the course of the in- 
fection in untreated animals. It has been noted 
by other workers, and borne out by the present 
investigations, that bacteria introduced into the 
circulation of the living animals quickly disappeared. 
It was the authors’ first task to study this phenom- 
enon and if possible to find some means of explain- 
ing it. 

They found that with hemolytic streptococci 
which were of rather low virulence for rabbits, a 
sublethal dose completely disappeared from the 
blood stredm within a few hours. When a lethal 
injection was given, over 90 per cent of the cocci 
were removed from the circulation within the first 
few minutes, and subsequent blood cultures reached 
a minimum in two to three hours, but after four to 
six hours the number again began to increase. Even 
with lethal doses, cultures of 1 ccm. of blood showed 
no colonies after two or three hours, but as a rule 
streptococci did not completely disappear after 
such an injection. 

As an example of complete removal, a rabbit 
was injected with 5 ccm. of a heavy suspension of 
streptococcus 43. Cultures taken immediately 


showed several thousand organisms per 1 ccm. of 
blood. After ten minutes, five drops of blood showed 
only 23, and after thirty minutes, 5; after one hour, 
two hours, four and one-half hours, eleven and one- 
half hours, and twenty-six hours, 1, 0, 6; 17 and 118 
organisms respectively. 

The blood cultures subsequent to those recorded 
in the experiment were consistently positive until 
the death of the animal on the fourth day. The 
prompt and almost invariable removal of organisms 
artificially introduced into the circulation was 
difficult to harmonize with the fact that in suscep- 
tible animals the organisms again appeared in the 
blood within four to twelve hours, and were found 
constantly in the circulation until death, as in 
cases of spontaneous septicemia. 

The authors advance four hypotheses which they 
believe might account for this: first, that after a 
period the blood-sterilizing mechanism became 
exhausted and permitted bacteria to remain in the 
circulation;-second, that the bacteria after a brief 
stay within the body became resistant to its de- 
fensive powers; third, that the injection of foreign 
protein stimulated some reaction such as a mo- 
bilization of antibodies, or of phagocytes, which 
would account for the prompt and extensive pre- 
liminary removal of the bacteria; fourth, that the 
bacteria did not multiply in the circulation, but 
were continually introduced from infected tissues 
faster than they could be removed. 

Then follows a series of experiments to confirm 
or disprove these various hypotheses. As a result 
of these experiments the authors draw the following 
conclusions: 

Streptococci injected into the circulation of cats 
were quickly withdrawn and were found most 
numerously in the lung, less numerously in the 
liver and spleen, and in small numbers in the bone- 
marrow, lymph-nodes, muscle, and kidney. 

The streptococci taken up by the lung were killed 
within five to seven hours, although they remained 
visible in films for a number of days. In the liver 
they were killed less rapidly, and in the spleen a 
few remained viable for a considerable period. 

This bactericidal action was demonstrated in 
pieces of excised lung but not in lung extracts, and 
was apparently dependent on the action of the 
living cell. 

Streptococci injected into a susceptible animal, 
the rabbit, were also promptly removed from the 
circulation, but were distributed in different pro- 
portions, the liver and spleen absorbing almost as 
many as the lung, and the muscles also taking up an 
appreciable number. 

As in the cat, the organisms taken up by the lung 
and liver of the living rabbit were promptly killed. 
Those which lodged in the muscles, however, 
multiplied rapidly. 

About the time that the streptococci began to 
develop in the muscles, four to eight hours after 
injection, the number in the blood stream began to 
increase. 
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The increase in the blood stream was not due to 
exhaustion of the mechanism of their removal nor 
had these organisms acquired a resistance sufficient 
to maintain them in the blood stream of a normal 
animal. The septicemia, then, the authors believe 
to be a probable result of washing out of organisms 
from the infected tissues. 

Attempts to immunize rabbits were unsuccessful, 
but in certain treated animals the distribution of the 
organisms among the various organs approached 
that found in insusceptible animals, i.e., cats. 

GeorceE E. BEILBy. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Dederer, C.: Studies in the Transplantation of 
Whole Organs; Autotransplant of the Left 
Kidney to the Neck with Right Nephrectomy 
in the Dog. J. Am. M. Ass., 1918, Ixx, 6. 


The author gives his observations from experi- 
ments on dogs in which the left kidney was trans- 
planted to the neck, with a right nephrectomy later. 
The conclusions are as follows: 

1. It is possible for a dog to remain alive and in 
good health more than four months after the trans- 
plantation of one kidney to the neck, even when 
the remaining kidney is removed two weeks after 
the transplantation. 

2. After the transplantation of a kidney with its 
ureter, the ureter may be seen to move when con- 
tracting during excretion. 

3. The ureter in a renal transplant may have the 
power to squirt the urine away from the animal by 
periodic contractions. 

4. Phenolsulphonephthalein may return in four 
minutes from a transplanted kidney. 

5. Many branches from the second cervical nerve 
may, in seventeen days, become intimately incor- 
porated in the perineal tissues of a cervical renal 
transplant. 

6. The quantity of urine from a cervical renal 
transplant is markedly increased after the removal 
of the other kidney. 

7. The neck is a favorable site for the observation 
of an experimentally transplanted kidney and its 
excretion. C. A. Bowers. 


MILITARY 


Nore.— Readers are referred to the Table of Contents for other articles dealing with military surgery which ap- 
pear under the various headings according to our anatomical arrangement. 


Hazen, H. H.: Syphilis and the War. Am. J. 
Syphilis, 1918, ii, 144. 

Increase of syphilis during war times among 
soldiers and civilians is an established fact. The 
method of controlling venereal disease, according 
to available statistics, has been less successfully 
developed in the United States than in other large 
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Shenton, E. W. H.: X-Ray Localization. Lancet, 
Lond., 1918, cxciv, 2. 


Where time permits and photography is de- 
sirable, the method described by the author has 
in its favor accuracy, rapidity and simplicity. He 
has used it since 1915 for all kinds of localization, 
including minute fragments in the eye. The ap- 
paratus needed is two empty plate boxes, a sheet of 
paper, and a pencil. 

On the top and bottom of the two empty plate 
boxes is placed a plate, film side down in a light 


by the two boxes, the films downward, and the 
whole held together by elastic bands. The measure- 
ment from one film surface to the other is taken 
and holds for all future work as well. A special 
holder separating the plates 5 or 10 cm. may be 
used. 

The plates with the boxes between are placed 
over the foreign body. The lowest plate, with 
film side downward, touches the skin. This position 
presupposes that the tube is below the table. The 
first exposure is made with the tube a little to one 
side of the object, and a second exposure, without 
moving the plates, is made after moving the tube 
somewhat to the opposite side. Thus, when the 
plates are developed, each plate will show two 
images. Those on the plate touching the skin 
will be closer than those on the plate separated by 
the two boxes. 

Erect two perpendiculars to the edge of a sheet of 
paper separated by the measured distance between 
the two plate films. On one perpendicular mark a 
point from the edge of the paper equal to the distance 
between the two images on the first plate. On the 
other perpendicular, mark a point from the edge 
of the paper equal to the distance between the two 
images on the second plate. The distances between 
the images must be measured from similar points 
on each. Draw a line to the edge of the paper 
passing through the points on each perpendicular. 
The distance between the perpendicular which 
represents the film touching the skin, and the point 
where the oblique line reaches the edge of the paper, 
shows the depth of the object. C. B. Hotiincs. 


SURGERY 


countries. A special committee appointed for 
developing more successful treatment advises: 

1. Complete case records. 

2. Early diagnosis, clinical, microscopic and 
serologic. 

3. Calomel treatment of chancre in preference to 
excision. 
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4. Salvarsan and mercurial treatment, both 
strongly pushed. Monthly Wassermann tests to 
control the dosage. 

5. In late cases without serious lesions, mercury 
and potassium iodide until symptoms subside, 
preferably until the Wassermann test is negative. 

Special prophylactic and hygienic measures are 
recommended; also examinations of all men before 
discharge from the army, and compulsory treat- 
ment of all cases. Western Australia has enforced 
stringent laws with success. LisTER TUHOLSKE. 


Campbell, J.: The Treatment in the Field of Un- 
controllable Hemorrhage in Gunshot Wound. 
Lancet, Lond., 1918, cxciv, 295. 


Open gunshot wounds of the neck involving the 
large vessels are usually immediately fatal on the 
battlefield. Even those that do come under the 
care of the medical officer usually die because of the 
inadequacy of the customary methods of packing or 
digital pressure. Conversion of an open bleeding 
wound into a closed one by skin and fascial suture 
or by artery forceps stops bleeding by tension 
from resulting hematoma. 

A case is cited of a shell fragment tear three- 
eighths of an inch long in the common carotid and 
involving half its circumference, in which bleeding 
was effectually controlled by two Spencer-Wells 
forceps. C. A. HepBiom. 


Billot, G.: The First Line Dressing Station and the 
First Dressing. N.Y. M. J., 1918, cvii, 313. 


The objects of the first dressing are control of 
pain, hemorrhage and infection. The first dressing 
acts as an anodyne. All wounds should be treated 
on the supposition that they are already infected, as 
a preventive treatment of gangrene and infections. 
The means of controlling hemorrhage are the tourn- 
iquet, compression, and ligature. Ligature and com- 
pression are the better methods to be employed. 

For control of infection, alcohol and iodine have 
not been successful because of the coagulating 
action on albuminoids. Dakin’s solution has proven 
most satisfactory. 

At the first dressing the wound is cleansed with 
14 per cent salt solution and a light gauze dressing 
applied which is impregnated with Dakin’s solution; 
this is covered with a thin layer of non-absorbent 
cotton. Fresh solution is introduced at two-hour 
intervals. It is essential that all parts of the wound 
should be in contact with the solution so that all 
infected closed cavities should be opened, and 
that the action of the medicament should be con- 
tinuous. Antitetanic serum should be a routine 
measure. I. E. BisHkow. 


Guillot, M., and Woimant, H.: Closure of War 
Wounds in the Base Hospitals (Fermeture des 
fractures de guerre dans les formations de I’arriére). 
J. de chir., Par., 1918, xiv, 217. 


The application of the Carrel method for steriliza- 
tion and closure of fresh wounds is well known, 
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but its extension to cases of old fractures or those 
with established fistulae is less known. The authors 
have carried out this procedure since September, 
1916, and now report on the first 50 cases so 
treated. One of the greatest advantages of this 
treatment is that it affords a means of obviating 
bony fistula. This is especially important as 50 per 
cent of thigh fracture cases, according to the authors, 
which do not die or are not amputated remain 
fistulous after twelve months of treatment. 

The technique followed by the authors consists 
in: (a) primary disiffection by the Carrel-Dakin 
method; (b) operative treatment; (c) sterilization of 
the area; (d) closure. 

In the course of disinfection a rise in the bacterio- 
logic curve indicates the existence of some bacterial 
focus in the wound. It may be necrotic tendon, 
aponeurosis, osteitis, sequestrum, debris, etc.; but 
whatever it is must be removed surgically. The 
surgical treatment of the flat bones or of the epiphy- 
ses of the jong bones does not offer any difficulty; 
but fractures of the long bones do. It is not enough 
to remove sequestra nor to currette osteitic areas. 
The authors think it necessary to deal in order with 
the following: (1) incision; (2) the periostic callus; 
(3) the sequestra; (4) bone fragments, etc.; (5) the 
bone extremities. 

All the serious complications which the authors 
have observed after intervention on infected frac- 
tures are connected with the persistence of the 
opening of one or both medullary canals. The 
operation activates the bacteria and gives them an 
area in which they can multiply. It is usual to find 
that an open bone extremity gives rise to an intense 
reaction if the cavity of the non-obdurated medul- 
lary canal has not been largely exposed to irrigation 
of the antiseptic. When certain precautions are 
observed, however, osseous non-obturated extrem- 
ities if opened surgically do not give rise to any 
reaction. 

The authors therefore have certain rules for the 
treatment of osseous extremities. These are: 

1. Obturating medullary plugs should be super- 
ficially abraded by the curette so as to assure no 
communication with the medullary canal, nor any 
included sequestra. If the surface thus explored is 
healthy, the obturation will be respected. 

2. Medullary canals remaining open should be 
cleared by the gouge so as to give easy access to 
irrigating drains. 

After sterilization closure does not usually present 
any difficulties. When it is impossible to close with- 
out filling an old bone cavity the authors prefer to 
use a fat graft, but this must be reserved for cases 
in which the production of periostic callus is ad- 
vanced, else there is a likelihood of a pseudarthrosis. 

The results of 50 treatments of old fractures since 
September, 1916, gave 25 closures; 23 cicatrized 


spontaneously; and 2 after closure have developed a . 


fistula. These fractures included 11 humeral and 6 
tibial fractures and the time between injury and 
beginning of treatment varied from two days to 
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seven months. For the fractures that have been 
closed the average time of treatment before closure 
was 43 days. ‘The average for the most recently 
treated cases has been 26 days. The authors state 
that it is possible to treat 70 per cent of the most 
difficult old fractures after an average duration of 
treatment lasting 26 days. W. A. BRENNAN. 


Martin, W.: Lessons Taught by the War in the 
Treatment of Gunshot Injuries. N.Y. WV. J., 
1918, Cvii, 315. 


The chief consideration is getting a wounded man 
to a well-equipped hospital in the minimum of time. 
This, of course, depends upon the enemy’s fire, as 
ambulances are systematically shelled and the 
wounded can only be moved at nightfall. At Verdun 
it was twenty-four hours before the wounded reached 
surgical care. 

In this war the type of injury differs from other 
wars; 80.5 per cent of wounds are caused by artillery 
projectiles; all wounds are extensively infected and 
contain foreign bodies. A vital point is the perfec- 
tion of means of transportation as, with a delay of 
twenty-four hours, bacteria in a wound might in- 
crease to many millions. Therefore there is a need 
for experienced surgeons as near the line as possible 
and X-ray apparatus should be as near as possible 
to the advanced post. Epwarp L. CorNELL. 


Burkitt, E. H.: Surgical Notes from the Western 
Front During the Summer Fighting of 1917. 
Med. J. Austral., 1918, i, 22. 


The author reviews the work of casualty clearing 
stations during the summer campaign of 1917, and 
points out the training advantages from the work 
of their stations. Arrangement has been made for 
reinforcement by surgical teams consisting of a 
surgeon, anesthetist, theater sister, and one or two 
orderlies, from quiet sectors to those under -fire. 
During an attack, teams worked sixteen hours out 
of seventy-four. During the first twenty hours of 
the Messines attack. 2,067 wounded were received 
and 2,000 evacuated. 

Upon arrival at the clearing station, the patients 
are rapidly sorted, the minor wounds being cared 
for in dressing tents, those badly shocked going to 
resuscitating wards, while those needing X-ray 
are photographed. Notes on findings are either 
sketched on the surface or put on a card placed in 
a bag which each patient receives on entering. 
The amount of effort and time in searching for 
foreign bodies is left to the surgeon’s judgment, but 
the author feels that failure means anaerobic in- 
fection. 

Notes of all operations are dictated by the sur- 
geon, and accompany the patients to the base. In 
the treatment of infected wounds after a prelim- 
inary soap and water scrub, the wound area is 
rubbed with methylated spirits and painted with 
3 per cent picric acid. Small wounds are excised; 
in larger ones, if very foul, a one per cent saturated 
solution of permanganate of potassium in hydrogen 


peroxide is used. Following this, every shred of 
dead or infected material is dissected away, the 
wound being enlarged if necessary. Long sutures are 
placed in position but not tied. 

The subsequent treatment may be either the 
Carrel-Dakin, ‘‘bipp,” or salt pack. The Carrel 
tubes must be so placed and regulated that every 
part of the wound is filled with the solution at 
least every two hours. The “bipp” is carefully 
spread into every part of the wound, a few layers 
of gauze are applied over it, the wound is filled 
with loose gauze saturated with liquid paraffin, and 


_ the sutures are loosely tied. Every three days the 


dressings are re-applied and the sutures tightened. 

Compound fractures are splinted in the ambulance 
and at the casualty station, the infected bone ends 
cut away, bones put into proper position, and the 
wound treated as any other infected wound. 

Many head wounds are treated under local an- 
esthetic with an elastic band about the head to 
control hemorrhage. Small openings are made if 
possible, but the author emphasizes the danger of 
large fractures to the inner table when only slight 
damage has been done to the outer table. The 
dura should not be opened unless wounded. Foreign 
bodies are removed if they can be reached with the 
finger, and macerated tissue removed. The wound 
is closed with drainage. 

Chest surgery is becoming somewhat less radical. 
The surface wound is closed, haemothorax is as- 
pirated and examined; if positive, rib resection is 
done and Dakin’s solution instilled, and fresh speci- 
mens examined every two days. Accessible foreign 
bodies are removed. 

The wounded abdomen is thoroughly explored, 
wounded intestines sutured or anastomosed, soiled 
areas washed with Dakin’s solution; hematomata 
are carefully drained. Of the injured, 47.5 per cent 
were evacuated. 

Especial care is required in knee-joint surgery to 
avoid sepsis, but foreign bodies are removed, and 
the wound either closed or given Carrel treatment 
as required. 

In conclusion, the author speaks highly of the 
anesthesia, especially recommending warm ether 
and nitrous oxide and ether. 

H. J. VAN DEN BERG. 


Borden, R. P.: War Hospitals in the United States. 
N. Y. M.J., 1918, cvii, 359. 

The author makes a plea for the use of present 
civilian hospital facilities for military purposes 
wherever possible. The essence of a hospital, its 
true reason for being, is its administrative depart- 
ment, including operating rooms, laboratories, 
X-ray rooms, supply rooms, quarters for nurses and 
physicians, etc. It so happens that these facilities 
are capable of largely increased use, and that if the 
bed capacity were enlarged, the use of these de- 
partments would be very greatly augmented. Con- 
struction could be concentrated on bed capacity. 
Most hospital apparatus and instruments may be 
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repeatedly used as long as there are patients who 
require them. 

Although of course the paramount consideration 
is the physical restoration of our citizen soldiery, 
nevertheless the present exigency will in time cease 
and then unnecessary duplication of construction 
and equipment will result in a tremendous waste. 
When the period of readjustment comes, the finan- 
cial situation will be an important factor in the 
welfare of the citizen. 

The product of the medical schools must be fin- 
ished by education in hospitals, as in such manner 
only can surgeons be trained. England realizes the 
mistake of sending embryo doctors without hospital 
experience into her military hospitals. By sending 
the returned soldiers to existing hospitals, it is 
possible for them to be taken care of by the men 
who were by reason of infirmity or other conditions 
unable to engage in foreign service, and at the same 
time allow these men to carry on the work of educat- 
ing a new supply of physicians. The army requires 
such a large number of trained nurses that training 
schools dare not be interfered with, and physicians 
and leading nurses are necessary for this. 

Plans have been considered for reconstruction 
hospitals, mainly orthopedic. The result would be a 
number of special hospitals with duplication of 
buildings, equipment, personnel, etc. Machinery 
would be costly and the opportunity for its use 
short, while the same installation in an established 
hospital could be continued in use for civilian pur- 
poses long after the need for military use has dis- 
appeared. 

The chief objections raised to the use of the 
civilian hospitals have been that there would be a 
loss of military discipline and control. The former 
can be easily overcome by segregating all military 
patients and continuing all disciplinary measures. 
The second can be met by having provisions for 
keeping records, for military inspection, etc. 

The author would establish military zones, con- 
sisting of one or a group of hospitals. To each zone 
would be sent military officers and men as needed 
to take care of the patients. The hospital would 
have to conform to certain requirements, including 
compensation, necessary bed space, and construc- 
tion of additional wards if necessary. 

R. B. BETTMAN. 


Owen, W. O.: The Proper Organization of the 
Medical Profession of the Nation at War. South. 
M.J., 1917, x, 926. 


The author outlines a plan for the organization 
of the medical profession as a whole in order to 
intelligently select the best men to care for the army 
in such a manner that the civilian population will 
not be neglected. In-addition he describes the 
difference between civil and military practice and 
indicates the relationship of the military medical 
officer to his men, to his superior officers, and to 
his co-workers, and ehds with a plea for the assump- 
tion of medical and surgical superiority of the world 
by America’s medical profession. H. H. Frericu. 


Poate, H. R. G.: Re-Education of the Disabled 
Soldier. Med. J. Austral., 1918, i, 2. 


This article is a review of reconstruction work 
as done in England and France with suggestions 
as to the -best manner of providing for the disabled 
soldiers in Australia. 

There is a great need for orthopedic centers in 
the capital cities of each State. All men who can 
be benefited by treatment as carried out in the 
French centers of physiotherapy should be trans- 
ferred to these hospitals and kept until all has been 
done for them that is humanly possible. 

In close association with these hospitals should be 
a series of workshops where men can attend and 
learn a trade. 

The establishment of centers of surgical equip- 
ment for the manufacture and repair of artificial 
limbs and all orthopedic appliances should be 
necessary and would provide a training ground for 
many men. 

Special instruction should be provided for ad- 
vanced pupils where they may be trained for highly 
skilled or unusual trades. 

In order to place a man finally, when competent, 
to earn an independent living, it should be incum- 
bent upon the authorities to establish an employ- 
ment bureau, and to keep in touch with both 
employers and employees. 

The medical profession as a body should play 
its part wholeheartedly, and should insist on being 
heard in this matter at once, so that no further time 
may be lost. R. B. Corretp. 


GYNECOLOGY 


UTERUS 


Russ, W. B., and Wilson, H. T.: Fibrosis Uteri. 
Texas St. J. Med., 1918, xiii, 346. 


The pathologic processes underlying the cases 
of menorrhagia and metrorrhagia caused by cancer, 
fibroids, polyps, inflammatory changes in the 


uterus and adnexa, certain constitutional diseases - 


such as syphilis and tuberculosis, are fairly definite 
and well understood. But there are cases of menor- 
rhagia and metrorrhagia in which no recognizable 
anatomic changes or other cause to account for the 
hemorrhage can be found. 

These cases of fibrosis uteri, so called, are most 
frequently found in multipare about the meno- 
pause. They are, however, by no means infrequent 
in nullipare and in women who are far below the 
climacteric age. A case in a nineteen-year-old girl 
has been reported by Pool. 

Formerly, when it was believed that the increase 
in the fibrous tissue in the myometrium was the 
essential factor in causing hemorrhage, it was 
thought that the fibrous tissue prevented the uterine 
muscle from contracting sufficiently to close the 
veins and sinuses. 

Spontaneous cures argue strongly against the 
theory that the fibrous tissue in the myometrium is 
the essential factor in the causation of the form of 
metrorrhagia under discussion. It is reasonable 
to conceive of a readjustment of the activity of any 
of the endocrine glands which would re-establish 
the normal physiology of the pelvic organs. By 
such a change, any pathologic hemorrhage from 
the uterus would be checked. : 

There is abundant evidence to show that the 
endocrine glands may be intimately concerned in 
the disease which causes fibrosis uteri; even more, 
they may be the primary seat of the trouble. 
Perverted follicular activity of the ovary and 
diminished secretion of the thyroid gland seem to be 
the most probable conditions underlying this dis- 
order. They may act independently or reciprocally. 

Until the cause of this condition has been more 
accurately determined, the ideal treatment cannot 
be outlined. Local applications and medicinal 
measures are of no avail. Curettement affords only 
temporary relief and should not be resorted to 
except for diagnostic purposes. Extreme care 
should be taken to ascertain whether or not there 
is deficient secretion of the thyroid gland. If the 
signs of hypothyroidism are present, the exhibition 
of thyroid extract is indicated. 

Roentgenization of the ovaries should be em- 
ployed, for this will control the bleeding in many 
cases where it is due to disturbed ovarian function. 

Epwarp L. CorNELL. 


Ward, F. N.: Procidentia in Nulliparous Women; 
Report of Seven Cases with Surgical Measures 
Devised for Their Relief. J. Am. Inst. Homeop., 
1918, x, 884. 

The author defines procidentia in the nullipara 
as the third degree of uterine prolapse, where the 
uterus protrudes beyond the vulva with complete 
eversion of the vaginal walls. It occurs in those who 
do heavy lifting. Retroversion is the predisposing 
factor. Three requirements are essential for the 
correction of this condition: 

1. The uterus must be brought to the normal 
position with the fundus toward the pubes and 
with the intra-abdominal pressure coming upon its 
posterior surface. 

2. The utero-vesical-vaginal area must be re- 
stored to its normal tonicity so as to do away with 
the cystocele. 

3. The perineal body must be brought to its 
position just beneath the pubic arch. 

The first step in the operation is a high amputation 
of the cervix and a restoration of the relaxed vaginal 
outlet. The abdomen is opened and relaxed vesico- 
uterine space plicated by Polk’s method. The 
uterus is fixed to the fascia or in extreme cases may 
be bisected and sutured to the upper surface of the 
fascia. If hysterectomy is necessary, as for fibroids, 
the stump of the cervix is sutured to the muscle and 
fascia with linen. The author reports eight cases 
with cure in all. S. A. CHALFANT. 


Worrall, R.: The Technique of Total Hysterec- 
tomy for Non-Malignant Conditions. Am. J. 
Obst., N. Y., 1917, Ixxvi, 894. 


There is still some difference of opinion as to 
whether subtotal or total hysterectomy should be 
done when removal of the uterus is necessary for 
myoma or other non-malignant conditions. 

The author after a preliminary injection of 
tincture of iodine into the uterine cavity, with some- 
times closure of the os with catgut, opens the 
abdomen in the median line. Each round ligament 
is held up, clipped and divided. Through the space 
thus opened up in the anterior layer of each broad 
ligament the finger is thrust; the vascular arch above 
containing the ovarian vessels is divided on the 
uterine side of the ovaries, which are left if healthy. 

The peritoneum between the cut round ligament 
is divided and the bladder dissected down with the 
scissors. The uterine vessels are clamped below the 
inner os. The musculature of the cervix is then 
incised all around penetrating half-way toward the 
canal; the direction of the cut is then directed 
downward until the external os is reached, when the 
circumference of the cut is expanded so as to in- 
clude all the external os. 
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The mucosa of the vagina is united to the serosa 
anteriorly by a figure-of-eight catgut suture; the 
same is done posteriorly; the two sutures are then 
used as tractors by which to pull up the field of 
operation nearer the operator. Sutures on each 
side close the lateral angles of the opening into the 
vagina and check oozing. Tying of the two traction 
sutures closes the central portion of the opening. 
The artery clamps are replaced by ligatures; a 
purse-string suture on each side closes up the broad 
ligament, takes in the stump of the round ligaments 
and unites these to the rim of the cervix. When 
tied they secure the ovaries so that their vascular 
supply is not unfavorably affected. 

This operation can be done in from thirty to sixty 
minutes according to conditions. The author thinks 
that this method meets all the objections to both 
total and subtotal hysterectomy as usually per- 
formed for non-malignant conditions. 

W. A. BRENNAN. 


ADNEXAL AND PERIUTERINE CONDITIONS 


. Waters, C. H.: Hemorrhage into an Ovarian Cyst 
Simulating Ectopic Pregnancy. J. Am. M. 
Ass., 1918, Ixx, 295. 

The patient, aged 28, a secundipara, was one 
week overdue with menstruation. She was in 
good general health and menstruation had been 
entirely regular and normal previously except for 
some slight discomfort until the flow was estab- 
lished. The cervix was of normal consistency, the 
fundus not enlarged; both ovaries were distinctly 
palpable, the left being slightly enlarged and 
tender. The adnexa otherwise were negative. Three 
days later the patient was suffering with severe 
abdominal pain and flowing profusely. During 
the night colic-like pains in the lower abdomen 
occurred, increasing in severity, and accompanied 
by diarrhoea and a profuse vaginal flow. Large 
clots of blood and fragments of “tissue” were 
passed. The patient’s temperature was 1o1 and the 
pulse rate 90 and of good quality. There was 
marked tenderness and rigidity on the left side of 
the lower abdomen, but no mass could be felt and 
no free fluid was demonstrable. Nausea was present, 
but no vomiting. 

Bimanual examination revealed the same con- 
dition of the uterus and cervix as was found several 
days previously, except that the external os was 
slightly patulous. On the left side of the pelvis, 
however, a tender globular and cystic mass the 
size of a goose egg could be determined. It was but 
slightly movable and corresponded in position to 
the ampullary region of the tube or the ovary. 
There was no bulging of the cul-de-sac. 

The tissue passed by the vagina was found to 
consist of practically a complete triangular cast of 
the uterine cavity. Microscopically, the cast was 
shown to be a rather hyperplastic endometrium, but 
it showed no decidual reaction or the presence of 
decidual cells. 


During the next week the pain became less severe, 
though persistent, and the flow practically ceased. 
The temperature varied from normal to 100, while 
the pulse rate rarely exceeded 90. Loss of appetite 
and occasional nausea persisted. There was no 
demonstrable change in the pelvic condition noted 
previously. As there was no appreciable improve- 
ment in the local condition, operation was decided 
upon. 

A transverse incision revealed no free blood in the 
peritoneal cavity. The uterus was not enlarged; 
it was in midposition. The left ovary was trans- 
formed into a dark, tense cyst the size of a small 
apple. There was no torsion of its pedicle. The 
right ovary contained a corpus luteum of normal 
appearance. Both tubes were normal. Left ovariec- 
tomy, Willis’ operation for shortening the round 
ligaments, and appendectomy were followed by 
dilatation of the cervix and curettage. 

Convalescence was uneventful and menstruation 
since has*been entirely painless and otherwise nor- 
mal. Epwarp L. CorneELL. 


EXTERNAL GENITALIA 


Carstens, J. H.: Gall-Bladder Trouble Complicat- 
ing Disease of the Internal Genitalia. Am. J. 
Obst., N. Y., 1917, Ixxvi, 936. 


The author refers to the gradual modern de- 
velopment of gynecology into pelvic and abdominal 
surgery. The gynecologist must know the abdomen, 
be able to make a correct diagnosis, and be pre- 
pared to treat any abdominal condition surgically. 

Many women with pelvic troubles also have gall- 
bladder disease as well as diseases in other organs 
of the upper abdomen. No patient with even simple 
pelvic disease should be operated upon unless a 
thorough examination has been made of all the 
abdominal organs. If there is any doubt of the 
condition, the incision should be made large enough 
so that the whole abdomen can be explored. In all 
pelvic operations where gall-bladder disease exists, 
the latter should be operated upon at the same time, 
provided that the patient’s life is not endangered by 
prolonging the operation. W. A. BRENNAN. 


MISCELLANEOUS 


Boldt, H. J.: The Surgical Treatment of Cancer. 
Med. Rec., 1918, xciii, 62. 


The author has taken up the treatment of cancer 
from the standpoint of the gynecologist. 

A permanent cure is possible in cancer of the 
uterus only when the cancer is still a local disease 
and when an opportunity is afforded to operate in 
the early stages and well away from malignant in- 
vasion. 

The author uses the vaginal method of hysterec- 
tomy if the patient is obese and the disease is still 
in its incipiency, using the Schauta technique. In 
corporal cancer the author uses the vaginal method, 
except where the case is advanced and one might 
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cause mutilation and soiling of the field with cancer 
tissue. 

If extirpation is done by means of the cautery, the 
cautery knife should be cold when brought in con- 
tact with the tissues and then heated, to prevent 
bleeding by a too rapid division of the vessels. 

If the radical abdominal operation is advisable, 
the author advises the Wertheim method, i.e., 
removal of the uterus, adnexa, extensive removal of 
the parametria, accessible pelvic and iliac glands, 
and the upper part of the vagina, particularly if the 
cancer is in the vaginal part of the cervix. 

Intrapelvic and intra-abdominal cancer is not so 
readily diagnosed as uterine cancer. In cancer of 
the ovary, if the peritoneal covering has not been 
broken through, the prognosis is good. He advises 
the early operation of all abdominal and pelvic 
tumors. Primary cancer of the vagina is usually 
seen too late to make possible a cure. 

The author emphasizes the necessity of keeping 
all patients under observation for a number of years, 
in order to operate upon recurrences at the earliest 
possible moment. 

Palliative treatment in the form of galvano- 
cauterization has given the best results, employing 
a high degree of heat. It must be remembered that 
some cases are even beyond the stage where cau- 
terization is useful. In some cases X-ray and radium 
have given relief. C. A. Bowers. 


Longsworth, M. J.: Some Contra-Indications for 
Certain Gynecological Operations. Odio St. 
M. J., 1918, xiv, go. 


In no field of surgery are unnecessary operations 
performed so frequently as in gynecology. One of 
the most serious and common mistakes is the per- 
formance of abdominal section in the active stage of 
a pelvic infective process, such as_ peritonitis, 
cellulitis, salpingitis and ovaritis. In these lapa- 
rotomy is contra-indicated. In many cases where 
vaginal drainage is resorted to, a complete cure 
results. 
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Oédphorectomy should not be performed for 
intractable metritis, endometritis, menorrhagia, 
dysmenorrhea or any other condition where it is 
desirable to establish the menopause. In these 
cases hysterectomy should be performed, leaving 
the ovaries unless they are diseased. The ovaries 
have an important internal secretion concerned 
with the maintenance of health and the equilibrium 
of the nervous system; the uterus has no such 
secretion. 

A vast majority of authorities contend that 
hysterectomy is contra-indicated in small fibroid 
tumors of the uterus unaccompanied by hem- 


‘orrhage or other serious symptoms. The patient, 


however, should be kept under observation for 
complications. 

Trachelorrhaphy is contra-indicated in cases that 
are not producing symptoms. It is also contra- 
indicated in hypertrophied diseased cervices; in 
these cases amputation of the cervix is the proper 
operation. 

Secondary operation for the repair of the cervix 
or perineum should not be attempted until six to 
twelve months after labor. Failure of the primary 
repair is usually due to infection and the bacteria 
causing it may remain virulent for many months. 
An operation performed too soon might be a failure, 
due to a revival of the infection. In fact, the 
bacteria may be disseminated and cause death from 
septicemia. 

The use of the curette is contra-indicated in 
acute endometritis, gonorrhoeal or otherwise, as 
the danger of the extension upward is increased. 
Especially is this so in gonorrhoea, which extends 
along the mucous membranes from the vagina to 
and through the cervix, along the mucous membrane 
of the uterus, and thence through the fallopian 
tubes to the peritoneum and ovaries. 

A common mistake is to curette cases of extra- 
uterine pregnancy in the belief that they are 
incomplete uterine abortions. 

Epwarp L. CorNeELL. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Wynne, H. M. N.: Interstitial Pregnancy. Bull. 
Johns Hopkins Hosp., 1918, xxix, 29. 

Wynne considers ectopic pregnancy in the inter- 
stitial portion of the fallopian tube to be of especial 
interest on account of its infrequency and from the 
standpoint of diagnosis. He reviews the literature 
of this interesting and rare condition and discusses 
the diagnosis, cause, treatment and prognosis. He 
then reports a case that occurred in the gynecolog- 
ical service of the Johns Hopkins Hospital. 

The patient was a white woman, twenty-four 
years old, married five years, who had had a normal 
labor and puerperium three years before and had had 
no miscarriages. Six years before admission she had 
had an attack of abdominal pain diagnosed as 
appendicitis, but had not been operated upon for it. 
The past history was otherwise negative. Her last 
regular period began August 1, 1914; since that 
time amenorrhoea had persisted. She considered 
herself pregnant. 

On November 29, 1914, she fell down stairs, and 
a half-hour later while attending to her household 
duties she was seized with violent general abdominal 
pain. The pain continued very severe all the 
afternoon and four hours later she vomited. She 
noticed that her abdomen was becoming larger and 
was very tender. A physician was called and 
brought her to the hospital with a diagnosis of ‘an 
acute ruptured appendix. She was admitted to the 
hospital that night. 

Physical examination showed her to be well- 
nourished and well-developed. She was in great pain. 
The skin and mucous membranes were extremely 
pale; the skin was cold and covered with sweat; 
the pulse 160, small and weak; rectal tempera- 
ture was 99. The abdomen was distended, tense, 
very tender, and movable dullness was demonstra- 
ble. The diagnosis was ruptured extra-uterine 
pregnancy. 

When the abdomen was opened through a 
midline incision below the umbilicus a large amount 
of fluid, blood and fresh clots escaped, estimated at 
two liters. A nodule measuring 2.5 cm. in diameter 
was seen in the right uterine cornu, on the posterior 
surface of which there was a perforation 1 cm. in 
diameter, through which placental tissue bulged. 
There was no active bleeding. The attachment of 
the round ligament was anterior to the gestation 
sac. A few fine adhesions were found about the 
right adnexa; the left tube and ovary were normal. 

There is a detailed report appended of the gross 
and microscopical study of the specimen removed, 
together with several microphotographs. 

GrorcE E. BEIBy. 
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Rongy, A. J.: The Treatment of Ectopic Gestation 
Based on a Study of 100 Cases, with a Report of 
12 Cases of Repeated Ectopic Pregnancies. 
Am. J. Obst., N. Y., 1918, Ixxvii, 86. 


The author’s report is based on a series of cases 
of ectopic pregnancy during the past eight years. 
Previous to 1911 his cases were treated without 
surgical interference until the patients had recovered 
from shock; since that time the majority of them 
have been operated upon as soon as possible after 
their admission to the hospital. A comparative 
study of the two series of cases shows very little 
difference in final results. In both series the mor- 
bidity and mortality were about the same, unless it 
is assumed that some of the patients who were 
operated upon at once would have died if left 
without operation. Rongy believes it is not yet 
possible to state which is the better plan of treat- 
ment. On the other hand, as long as it is impossible 
to foretell how soon hemorrhage may prove fatal 
in any given case, he thinks it proper to operate 
without delay in the greatest number of cases. 

An analysis of the cases shows that nearly 90 
per cent of them were not recognized until rupture 
had taken place. In 4o the diagnosis was that of 
incomplete abortion. Nine of these had been 
curetted by the family physician once, and two 
curetted twice. Four patients died, one on the 
third day from uremia, two from sepsis, and one 
did not rally from the shock. In one of the two 
patients lost through sepsis, an attempt at criminal 
abortion had been made. 

The patients ranged in age from nineteen to 
forty years; 19 cases between twenty and twenty- 
five, 27 between twenty-five and thirty, 28 between 
thirty and thirty-five, 21 between thirty-five and 
forty, and 4 cases of forty years or older. Seventeen 
of the patients had never been pregnant, 22 were 
para-I, 16 para-VII, 2 para-VIII and 1 para-IX. In 
1 case the previous pregnancy had been six months 
earlier; in 12 cases the previous pregnancies had oc- 
curred one year before; in 7 cases three years; in 4 
cases four years; in 7 cases five years; in 3 cases six 
years; in 1 case each seven, eight and ten years 
respectively; in 4 cases twelve years, in 2 cases each 
thirteen and sixteen years. 

The most striking feature of the series is that of 
these cases repeated ectopic pregnancies formed an 
unusually large percentage. CAREY CULBERTSON. 


McPherson, R.: The Conservative Treatment of 
Eclampsia. Am. J. Obst., N. Y., 1918, Ixxvii, 58. 


McPherson claims that the mortality statistics 
in eclampsia treated by radical methods run as 
high as 30 per cent for the mother and 50 per cent 
for the child. He then compares these figures with 
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those of the Sloane Maternity Hospital report of 
the last 15,774 cases, where the eclampsia mortality 
is reduced to 14.5 per cent for the mother and 
where the treatment has been conservative. 

The routine Sloane treatment is then outlined. 
The eclamptic patient is isolated in a darkened 
room, given one-quarter of a grain of morphine 
sulphate, 2 ounces of castor oil following gastric 
lavage, and a colonic irrigation of 5 gallons of a 
5 per cent glucose solution. Phlebotomy is done if 
the blood-pressure is over 175 systolic until this is 
reduced to 150. One-quarter of a grain of morphine 
sulphate is then administered every hour until 
respirations drop to eight per minute. By the 
time the convulsions have ceased the patients are 
in labor and are delivered normally or by easy low 
forceps. 

The series here reported consisted of 55 true 
convulsive toxemias. Of these, 53 patients were 
treated as outlined and of the 53, five mothers did 
not survive. McPherson strongly urges a return 
to this conservative attitude on the part of obste- 
tricians of surgical tendencies. He holds that 
abdominal cesarean section has absolutely no 
place in the treatment of convulsive toxemia of 
pregnancy except in the cases where the eclampsia 
is accompanied by a deformed pelvis or some 
severe disproportion between mother and child. 

CAREY CULBERTSON. 


Davis, J. E.: Causes of Abortion. J. Mich. Si. M. 
Soc., 1918, xvii, 2. 


According to Davis, the causes of abortion may 
be classified as follows: 

1. Criminal provocation, direct or indirect. 

2. Maternal, such as constitutional disease, 
pelvic disorders, affections of the nervous system, 
etc. 

3. Paternal, such as certain constitutional dis- 
eases, Chief of which is syphilis, and old age. 

4. Foetal, such as death of the foetus and diseases 
of the placenta. 

It is generally supposed that 50 per cent of 
abortions are criminally provoked. Titus found 82 
per cent of a series of criminal abortions at the 
Johns Hopkins Clinic were incomplete, and 78 per 
cent of this same series were infected, streptococcus 
infections occurring in 34.3 per cent of these cases. 

Abortions during the first few weeks of pregnancy 
are expelled en bloc, while after this period expulsion 
is in two parts. The inefficiency or lack of prepara- 
tion of the uterine muscle is thought by the author 
to cause a retention of parts or all of the mem- 
branes and placenta. Retention of secundines is 
much more common after abortion than after full 
time labor. Whitehead estimated that 90 per cent 
of all married women have abortions. Bacon says 


that from 20 to 25 per cent of all pregnancies 
terminate in abortion. 

Under the maternal, paternal and foetal causes of 
abortion, syphilis is the most frequent cause. In 657 
syphilitic women there were 35 per cent of abortions. 
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Decidual endometritis is a cause of abortion in 
52 per cent of infected and 68 per cent of uninfected 
cases, while retroposition is a cause in 30 per cent of 
the cases. 

Lacerations of the cervix and pelvic floor account 
for 14 per cent of all abortions. 

Cancer and intra-uterine tumors are frequent 
causes. 

Poisons in the maternal blood from fevers such 
as smallpox, scarlet fever, typhoid and the like, are 
frequent causes of abortion, as are affections of the 
nervous system, as chorea, epilepsy and shock. 

Epidemic abortions caused by the bacillus 


. abortus of Bang and streptococci have been reported. 


The causes referable to the foetus include all the 
many diseases of the placenta, death of the foetus, 
and syphilis. 

The paternal causes include mainly syphilis, 
gonorrhoea, albuminuria, lead poisoning, and old 
age. 

In conclusion, the author urges every physician 
to vividly portray to his patient the consequential 
pathology of abortion. HARVEY B. MatrHews. 


Coyle, E. G.: Toxzemias of Pregnancy. J. Kansas 
M. Soc., 1918, xviii, 63. 

Eclampsia occurs about once in 300 cases of 
pregnancy, according to the author, most frequently 
during labor, next in pregnancy, and least frequently 
during the puerperium. It is still a disputed ques- 
tion whether the toxins causing eclampsia are 
derived from the syncytium of the placenta, or from 
foetal metabolism; most opinions lean toward the 
latter. It is probable that the toxemia of the first 
half of pregnancy is due to syncytial growth and is 
not affected by eliminative treatment, while such 
treatment favorably affects the toxemia of the latter 
half of pregnancy, the symptoms being due to foetal 
metabolism and disappearing with the death of the 
foetus. 

In hydatiform mole, associated with an enormous 
overgrowth of syncytium, eclampsia is extremely 
rare. The manifestations are usually those of 
parenchymatous nephritis, but albuminuria may 
not appear before one or two eclamptic convulsions 
take place. Here the albuminuria may be due to 
the muscular exertion during the convulsion. The 
author cites three of the reported five cases which 
illustrate that point. The other cases are typical. 
He urges careful examination of the urine, especially 
in the latter part of pregnancy, when proper treat- 
ment will abort eclampsia in many cases. 

L. R. GoLpsmitH. 


Davis, J. E.: Retained Secundines; a Study of 
Etiological Factors. Am. J. Obst., N. Y., 1918, 
Ixxvii, 192. 


The materials for this study were obtained from 
a review of the literature listed in the entire series 
of the Index Medicus from 1878 to 1917, including 
available theses, books or other contributions 
referred to in accompanying bibliographies. In 
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addition to this a careful pathological study was 
made of seventy sections obtained from 474 routine 
gynecological cases, representing a classified part 
of the total material examined by the Department 
of Pathology in the University of Michigan. 

The author goes into the most recent knowledge 
of the physiological and microscopical tissue 
changes during early pregnancy, and then takes up 
the inherent degenerative changes occurring either 
in the embryo or maternal parts. Malpositions of 
the uterus are also considered as a possible factor 
in the retention of secundines in abortion. The 
paper opens up widely the entire subject of com- 
plete or incomplete abortion and the discussion is 
chiefly directed towards early placentation and its 
relation to the corresponding changes in the endo- 
metrium. 

This leads, in turn, to a consideration of the 
question of criminal abortion and the influence of 
syphilis in early pregnancy. The author says: 

“During pregnancy there is an immediate and 
easy gaping of the vessels in the proximity of the 
embryo for the purposeful ‘give and take’ of 
essential products. The perfection of this mechan- 
ism and its normal operation is the crux of the 
entire question of abortion and whether it is com- 
plete or incomplete depends upon the nature of 
the intercepting pathological factors. 

“It is to be specifically emphasized that the 
principles involved, from whatever cause, may be 
essentially the same in producing the factors which 
determine improper enzymic production and 
interaction, or produce abnormal metabolic changes 
which in turn lead to death of the foetus and partial 
expulsion of the secundines.”” Carey CULBERTSON. 


McIntosh, G. J.: Premature Separation of the 
Placenta with Concealed Hzmorrhage. J.- 
Lancet, 1918, xxxviii, 14. 


McIntosh states that premature separation of 
the placenta in various degrees is much more 
common than is generally believed. It occurs often- 
est at the beginning of full term labor or in the last 
ten weeks of pregnancy. The cause may be two- 
fold; either traumatism, or disease of the placenta 
or decidua. It is probable that the traumatic cases 
are associated with and exaggerated by pathologic 
conditions of the uterus or other systemic diseases. 

Premature separation of the placenta is accom- 
panied by hemorrhage, which may become evident 
or be concealed even up to the time of a fatal 
termination. 

The severity of the symptoms depends upon the 
amount of hemorrhage. In traumatic cases the 
symptoms may not manifest themselves for days. 
Generally there is pain of varying degree at the 
placental site, first of a tearing character, later a 
dull ache, with possibly colic-like intervals. Next 
come symptoms of acute anemia, and later shock, 
with its characteristic manifestations. 

If the hemorrhage is concealed, a dark bloody 
serum is expressed by the blood-clots and passes out 
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from the uterus. The abdomen is larger than nor- 
mal, hard, and there is difficulty in outlining the 
foetus. The mother feels no foetal movements, and 
the foetal heart sounds can not be heard by ausculta- 
tion. Labor is usually very slow, and in many cases 
terminates fatally. If the mother is saved, the child 
is almost invariably lost. This condition is to be 
differentiated from rupture of the uterus, extra- 
uterine pregnancy, .as well as placenta previa; 
more rarely from other surgical conditions as rup- 
ture of another abdominal viscus. 

The prognosis depends upon the early treatment. 
The mortality in complete separation of the placenta 
is 50 per cent for the mother and 95 per cent for the 
babies. In incomplete cases it is less. As to treat- 
ment, no hard and fast rule can be laid down. Con- 
ditions have to be met as they arise with a view to 
saving the mother, since the chances of a viable 
child are so very poor. Cesarean section may be 
performed when the cervix is tightly closed, if 
there is not much shock. Reports of two cases are 
given. L. R. 


Labhardt, A.: Dangers and Treatment of Placenta 
Previa (Gefahren und Therapie der Placenta 
praevia). Cor.-Bl. f. schweiz. Aerzte, 1917, xlvii, 1329. 

The author’s statistics cover the period from 1906 
to 1915. In 16,596 births he observed 123 cases of 
placenta previa. The maternal mortality was 10 
per cent; foetal absolute mortality 62 per cent, and 
relative mortality 53 per cent. 

The chief dangers of placenta previa arise from 
liability to haemorrhage, increased chances of 
infection, and possibility of gaseous emboli. 

The author thinks that since the cesarean opera- 
tion in the hands of expert operators réduces the 
foetal mortality almost to zero, and since with 
asepsis assured, the mortality of the operation itself 
is reduced to zero, this operative method would 
appear to be the most rational recourse to save the 
child in the case of placenta previa. It is vital 
that there should be no infection when cesarean 
section is contemplated; and it should be done in 
the early states of labor, before the lower portion of 
the uterus is distended. W. A. BRENNAN. 


Norris, C. C., and Landis, H. R. M.: Pregnancy and 
Pulmonary Tuberculosis; with a Report of 
103 Cases. J. Am. M. Ass., 1918, lxx, 362. 


The combination of pregnancy and pulmonary 
tuberculosis is a frequent one. Pulmonary tuberculo- 
sis exerts little or no influence against conception. 
It exerts but little influence on the course of preg- 
nancy and, except in the advanced stages, exerts 
little or no influence toward causing abortion, mis- 
carriage or premature labor. 

About 20 per cent of cases of mild, quiescent 
pulmonary tuberculosis and 70 per cent of more 
advanced cases exhibit exacerbations during preg- 
nancy or the puerperium. Marriage is worse for 
tuberculous women than for tuberculous men, owing 
to the dangers incident to pregnancy. 


; 
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Unless the pulmonary lesions have been quiescent 
for a moderately prolonged period, tuberculous 
women should not marry. Tuberculous women 
should not become pregnant unless the disease is in 
the first stage, and has been quiescent for a min- 
imum period of two years. 

It is as yet impossible to determine with certainty 
which patients will bear the added strain of preg- 
nancy well and which badly. Patients must be 
individualized. Moderately extensive lesions, recent 
activity, the development of secondary lesions, 
especially laryngeal involvement, loss of weight, 
fever, haemorrhage, sweats, lack of vigor, and 
inability to obtain proper treatment are ill omens, 
whereas the reverse are more favorable. 

Prior to the fifth month of pregnancy, the uterus 
should be emptied if the disease manifests evidence 
of becoming active, or if the lesions are extensive or 
laryngeal involvement occurs. Curettage during 
the first six or eight weeks and, in the latter cases, 
vaginal hysterectomy, are, as a rule, preferable 
methods. Interruption of pregnancy does not insure 
an amelioration of the pulmonary condition, but 
does definitely improve the prognosis. About 65 to 
70 per cent of patients, prior to the fifth month 
of pregnancy, will be definitely improved by empty- 
ing the uterus as soon as acute symptoms arise, 
provided proper after-treatment is carried out. 
Late intervention has given less satisfactory results. 
Sterilization is rarely justifiable. 

After the fifth month of pregnancy, it is generally 
advisable to treat these patients expectantly. 
Labor should be made as easy as possible. For 
this end, induction of premature labor two weeks 
before term is often advisable; rarely, if ever, 
should they be allowed to go beyond term. At 
labor, forceps or version is usually indicated. 

Infants should not be nursed by tuberculous 
mothers and should be especially guarded from 
infection. : 

Hygiene and dietary treatment should be em- 
ployed at all times. These patients should be kept 
under close observation and should be examined by 
a competent internist at regular and frequent in- 
tervals. 

In the great majority of cases the tuberculosis 
precedes the pregnancy. Even in those cases in 
which the symptoms are first observed during preg- 
nancy, infection has generally occurred prior to 
conception, and an exacerbation during pregnancy 
has directed attention to the pulmonary condi- 
tion. 

All pregnant women giving a history at all sug- 
gestive of pulmonary tuberculosis should be sub- 
jected to a thorough examination by a competent 
internist at the earliest possible date. Only in this 
way can the proper treatment be instigated at the 
time when it is most valuable. 

It is doubly important that tuberculous pregnant 
women shall be given the same care as the non- 
pregnant person as far as rest, hygiene, diet, etc., 
are concerned. Epwarp L. CoRNELL. 


Walsh, J.: Pregnancy in Cases of Tuberculosis of 
the Lungs. Am. J. Obst., N. Y., 1918, xxvii, 292. 
Walsh has made a study of 38 women in all 
stages of pulmonary tuberculosis with respect to 
child-bearing and its influence on their condition. 
To these patients after recognition of their disease 
50 children were born. In 27 the disease was 
recognized and treated before the first pregnancy; 
in 11 the disease was first recognized during preg- 
nancy. Out of the first group 2 died, and of the 
second there were 3 deaths. Of the first group, 25 
are apparently as well as before pregnancy, 3 
having had three children and 6 two children. 
The pregnancies occurred one to twelve years 
after treatment, the average being four years. 
Of the second group, 2 patients are still under 
treatment and the remaining 6 in good health 
after periods of time varying from three months 
to thirteen years. The treatment referred to in 
these cases was carried out under sanatorium 
management. 

Walsh’s conclusions are; 

1. Active cases of tuberculosis should be ad- 
vised against marriage; quiescent cases especially 
after treatment and education bear the duties of 
marriage sufficiently successfully that if they wish 
to marry they may be allowed to do so. 

2. Quiescent cases becoming pregnant, if put 
through a rigid régime, may be expected to come 
through the pregnancy with but little, if any, 
advance of the tuberculosis. 

3. Active cases becoming pregnant run definite 
risk, yet the operations for abortion, especially 
those associated with sterilization, have a mortality 
making the continuation of the pregnancy more 
desirable. CarREY CULBERTSON. 


Marvel, E.: Should the Uterus Be Removed When 
It Becomes Imperative to Interrupt Pregnancy? 
Am. J. Obst., N. Y., 1918, lxxvii, 186. 


Marvel in a short paper propounds the rather 
novel thesis that hysterectomy should accompany 
or constitute the method of interruption of preg- 
nancy when this becomes necessary because of 
maternal complications. His argument is summed 
up practically in this paragraph: 

“Hysterectomy not only promises immediate 
relief, but it also provides protection against the 
recurrence of child-bearing. Hysterectomy is per- 
formed with less risk to the patient than other 
surgical methods ordinarily employed to terminate 
pregnancy. The removal of the uterus renders con- 
ception impossible. Hysterectomy can be done 
easily and quickly, with little loss of blood during 
the operation, and definitely provides against loss 
of blood thereafter. Hysterectomy is a definite 
surgical procedure, and secures a more satisfactory 
result than other operative measures.” 

The cessation of menstruation, consequent upon 
hysterectomy, is advanced as an especially desirable 
feature in valvular heart lesions and in pulmonary 
tuberculosis. CarREY CULBERTSON. 
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LABOR AND ITS COMPLICATIONS 


De Gaudino, M. F.: Uterine Crying (Vagido uterino). 
Rev. Argent. de obst. y ginec., 1917, i, 394. 


Intra-uterine foetal crying was first described by 
Felipe List in 1650. Bucura collected 50 casesin 
literature up to 1904. Many authors deny the 
existence of such a phenomenon because they have 
never known nor heard of such a case. 

The conditions, as gathered from the published 
cases, under which intra-uterine crying may occur 
are: (1) rupture of the bag of water; (2) entrance of 
air into the uterus; (3) excitation of the foetal body; 
(4) compression of the cord. The necessary factors 
for production of intra-uterine foetal respiration are 
interruption of the placental circulation and excita- 
tion of the skin by sensory stimulus. The first 
is produced by section or compression of the cord. 

Intra-uterine crying is nothing else than the 
premature presence of extra-uterine conditions. 
By any interruption or disturbance of the placental 
circulation the foetal blood becomes venous and 
excites the respiratory center, and the air which is 
in the uterine cavity is inspired. If the child expires 
the escaping air, a sound is produced when the vocal 
cords are tense. 

All the necessary conditions may be found in 
labors with extensive manipulations. In the 50 re- 
ported cases there were 11 forceps cases, 15 ver- 
sions, and in all cases some manipulation which per- 
mitted air to enter the uterus. Thirty-four of the 
infants respired immediately after birth; in 10 the 
condition was not stated; 5 others were asphyxiated 
but were revived. There was only 1 death. 

The author relates one case. This was in twin 
labor and the intra-uterine crying was distinctly 
heard after the passage of the first foetus. The second 
foetus was extracted by forceps and was in good 
condition. W. A. BRENNAN. 


Potter, I. W.: Version, with a Report of 200 Addi- 
. tional Cases Since September, 1916. Am. J. 
Obst., N. Y., 1918, Ixxvii, 215. 


The author bases his opinions on his own experi- 
ence with over 6,000 personally conducted con- 
finements, regardless of textbook methods of 
practice or procedures advocated by many teachers 
of obstetrics. These opinions are: 

1. Version lessens the shock of labor. 

2. It lessens the dangers due to pressure from 
and on the head of the child. 

3. Version should never be undertaken until the 
os is fully dilated or easily dilatable. 

4. The majority of occipitoposterior positions 
are best treated by version. 

5. Version is as readily performed in the primi- 
para as in the multipara. 

6. The foctal mortality of version should not be 
as great as that of prolonged labor and instrumental 
delivery. 

7. Injuries to the child’s head are reduced by a 
properly performed version. 


8. Face presentations are better treated by 
version. 

9. Prolapse of the cord when the cervix is dilated 
or dilatable, and the cord is still pulsating, is best 
treated by version. 

10. Placenta previa in multipare with cervix 
dilated or dilatable is best treated by version. 

11. A moderately contracted pelvis, when the 
child is small, is best treated by version. 

CaRrEY CULBERTSON. 


Wood, R. L.: Labor Complicated by Dermoid 
Cyst. Hosp. Bull. Dept. Public Charities, N. Y., 
1918, i, go. 

The patient was a negress, obstetrically normal, 
who had borne one child normally. Dilatation was 
slow; eighteen hours elapsed before the membranes 
ruptured spontaneously. Forceps in a mid-plane 
were applied under ethyl chloride, then ether an- 
zsthesia because of the exhaustion of the mother. 
Delivery was carried out with moderate ease; one 
suture was placed for a mucous tear. 

At the first traction a large body was expelled 
from the rectum; it was not pedunculated, and no 
bleeding or symptoms of collapse followed its 
passage. The laboratory reports showed it to be a 
true dermoid cyst, containing much cheesy material 
in which hair was present, and an occasional area 
of bone formation. It was certain that it was not a 
secondary impregnation with foetal death. 

Dermoids may exist in the rectum, at the level 
of the sacral promontory, loosely attached and 
folded upon themselves. The whole mass was 
well-nourished, and the surface veins were distended. 
There were no signs of a pedicle which had under- 
gone torsion. It had a “‘living”’ and fresh appearance. 


MISCELLANEOUS 


Bartholomew, R. A.: Syphilis as a Cause of Still- 
births; Analysis of 48 Stillbirths Occurring in 
1,500 Obstetric Cases at the University of 
Michigan Maternity Hospital. J. Am. M. Ass., 
1918, Ixx, 289. 

There is need for the adoption of a uniform 
definition of stillbirth and of compulsory reporting 
of stillbirths, in order that statistics on this im- 
portant cause of infant mortality may be improved. 

Syphilis is the causative factor in at least one- 
third of the stillbirths from the time of viability to 
full term, and a Wassermann reaction is strongly 
indicated in cases in which there have been sug- 
-gestive clinical symptoms, unexplained abortions, 
or premature labors with macerated babies. 

A combination of mercury and salvarsan is more 
effective in assuring the birth of a healthy infant 
than salvarsan alone. 

Important confirmative evidence in the diagnosis 
of syphilis can be obtained from microscopic 
examination of the placenta, or, in case of still- 
birth, from examination of the foetal liver by the 
Levaditi method. 
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More efficient and practical training in obstetrics 
and safer surroundings for the patient during 
confinement will prevent some of the stillbirths 
resulting from other complications of pregnancy 
and obstetric emergencies. However, there will 
always remain a considerable number of stillbirths 
from unavoidable causes. Epwarp L. CorNeELt. 


Gardiner, J.: Care of the Perineum During the 
Second and Third Stages of Labor. Ohio St. 
M. J., 1918, xiv, 83. 

A great deal can be done indirectly for the care 
of the perineum by directing the forces concerned 
in the expulsion of the child and in the correction of 
the malpositions. The consensus of opinion may be 
summed up in the following statements: (1) Avoid 
a too rapid delivery by allowing the fascia and 
muscles time to stretch. (2) Allow the head to pass 
through only in its smallest diameters. (3) Allow 
favorable delivery of the shoulders. 

The greatest point in saving the perineum is to be 
so master of the situation that delivery of the head 
will be accomplished between pains. ‘To secure this 
the patient should be sufficiently anesthetized to 
prolong, if necessary, the interval between these 
pains. The obstetrician must be free from any 
further responsibilities at this time, other than the 
delivery of the head and shoulders. The neglect to 
observe this is the one grievous fault. Undue re- 
tention of the head in a powerful levator ani or a 
rigid perineum may so compress the child’s head 
that tearing of the meningeal vessels may occur. 

Luschka states that fibers arise on the descending 
ramus of the pubis, called the pubococcygeus, and 
are inserted behind the anus in a tendon in common 
with the fibers of the other side, sending no fibers 
to the vagina or rectum and only a few short, un- 
important fibers to the perineum. It is represented 
as horse-shoe shaped, the anterior opening for the 
passage of the rectum and vagina and urethra. 

From the author’s dissections of female pelves, 
he finds there are fibers of the levator ani which 
arise from the posterior surface of the body of the 

.pubis as well as the descending ramus and that 


they send fibers to the vagina, perineum and rectum. 


Approaching the levator ani from below, it is seen 
to be reinforced by fibers running from before back- 
ward, having their origin about the middle of the 
descending ramus of the pubis and inserted ena 
These 
fibers do not unite in the perineum in front of 
the anus. The fibers diverging thus from the anus 
form a “‘V,”’ whose apex is broad and is filled in by 
the anterior portion of the sphincter ani. The 
fibers forming the sides of the ‘‘V” are the fibers 
frequently pointed out as the ones so important to 
expose and unite in repair of the perineum. 

As the largest diameter of the head is passing 
through the vulvar outlet or end of the canal, the 
muscles transversus perinzi superficial and deep, 
the sphincter vagina and the fibers of the above- 


: mentioned ‘‘V” of the levator ani are stretched. 
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It is just before this moment that the advisability of 
performing episiotomy is thought of. This is a 
very important time for the perineum and it often 
rests with the obstetrician to turn defeat into 
victory. Epwarp L. CorNnELL. 


Sanderson-Wells, T. H.: A Case of Puerperal 
Septiczmia Successfully Treated with Intra- 
venous Injections of Collosol Argentum. 
Lancet, Lond., 1918, cxciv, 258. 


The patient, aged 20, was delivered of a live 
child by forceps one week previous; the child 
weighed 834 pounds at birth. The delivery was 
quite easy. There was a moderate-sized perineal 
tear which was repaired. The perineum became 
septic and the stitches were removed. When ad- 
mitted to a hospital a week later her temperature 
was 104° F., pulse 128, respiration 30. There was a 
thin sanious discharge from the vagina, a small ulcer 
over the perineum, and slight abdominal tenderness. 
She was given a purgative and the bowel washed 
out. She was placed in the Fowler position for 
seven hours daily and given hot vaginal douches of 
lysol; also a mixture containing hexamine, acid 
sodium phosphate and bromide, and a dose of 
polyvalent serum, which was continued every day 
until a vaccine had been made. The next morning 
her temperature was normal, but in the evening it 
rose to 105° and she had a rigor. 

On the following day she was given an anesthetic. 
The perineum and vagina were well swabbed out 
with iodine, the uterus curetted with a flushing 
curette and packed with gauze soaked in collosol 
argentum. Blood taken from the median cephalic 
vein grew a pure culture of the streptococcus, from 
which a vaccine was made. 

The ‘patient was losing ground, so she was given 
20 ccm. of collosol argentum into a vein. This was 
followed by a profound rigor and a certain amount 
of collapse, but the next day her general condition 
was much improved, the temperature had fallen to 
normal and the pulse in the morning was counted at 
80. The temperature rose, however, again at night, 
but continued at a lower range. The dose of collosol 
argentum, 20 ccm., was repeated four times at 
intervals of a couple of days, and was followed on 
each occasion by a profound rigor. She developed 
a thrombosis in the external saphenous in the 
middle of the right calf, and her pulse returned to 
between 120 and 130. 

Her condition again became serious and a blood 
culture gave a growth of pure streptococcus. A 
further injection of 20 ccm. of collosol argentum was 
given, followed, as before, by a severe rigor; the 
temperature fell and the next day remained at 
normal. Epwarp L. CorNELt. 


Voorhees, J. D.: Can the Frequency of Some Ob- 
stetrical Operations Be Diminished? Am. J. 
Obst., N. Y., 1918, xxvii, 1. 


It is believed by the author that many uncertain 
obstetrical operations can be avoided by ordinary 
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measures during pregnancy and labor and he pro- 
ceeds to elucidate this belief in a somewhat rem- 
iniscent paper covering his experiences of the 
past twenty years. After reviewing former ob- 
stetrical methods and ideas, of historical value only, 
he produces statistics covering his work of recent 
years that are of definite interest. Thus he notes 
a decrease in eclampsia at the Sloane Hospital 
during recent years. From Jan. 1, rgor to Dec. 31, 
1905, there occurred 113 cases in 7,145 deliveries, 
1.5 per cent. From Jan. 1, ro11r to Dec. 31, 1915, 
but 74 cases occurred in 9,224 deliveries, 0.8 per 
cent. 

He favors turning breech presentations by ex- 
ternal manipulations before labor and believes that 
he has so converted 75 per cent of his breech cases. 
Brow, face, and persisting occipitoposterior posi- 
tions are likewise righted without waiting for labor 
to intervene. 

He attempts to prevent large babies by dieting 
the mother and by early induction of labor if the 
child appears to be overgrowing. 

The indication for the use of pituitrin has been 
narrowed down in Voorhees’ experience to simple 
inertia without obstruction. There are four cardinal 
conditions before employing it: (1) the cervix must 
be completely dilated and effaced; (2) the mem- 
branes must be ruptured; (3) the presentation must 
be normal; (4) there must be a proper relation 
between the foctal head and the maternal pelvis 
throughout. 

The author prefers nitrous oxide gas or gas with 
oxygen as his analgesic in labor but finds even this 
method far from being a perfect anesthetic. Two 


drawbacks to its use are: (1) the frequent great, 


difficulty in controlling the advance of the head 
over the perineum, requiring a change to chloro- 
form or ether; (2) an increased tendency to post- 
partum hemorrhage. 

He appears to be enthusiastic over induction of 
labor and finds it preferable to have a primipara 
delivered a week or two ahead of time. Castor oil 
and quinine, failing which the de Ribes bag, con- 
stitute a method of procedure. 

From 1901 to 1905 labor was induced 284 times 
in 7,145 cases, 3.9 per cent; from 1911 to 1915 in 
9,224 cases, 302 labors were induced, 3.3 per cent. 


During the first period low forceps were employed 
558 times, 7 per cent; during the second period, 380 
times, 4 per cent. Medium forceps operations in- 
creased from 176 to 449, of 2 per cent to 4.5 per 
cent. High forceps operations likewise increased 
from 81 to 138, or 2 per cent to 4.5 per cent. Ver- 
sions diminished from 299 or 4 per cent to 272, or 3 
per cent. Craniotomies diminished from 33 to 18, 
or 0.3 per cent to 0.2 per cent. The last symphysi- 
otomy was performed in 1902, the last pubiotomy in 
1908. 

From 1901 to 1905 cesarean section was done 38 
times, 0.53 per cent; from 1911 to 1915 there were 
133 cases, 67 primary, 70 secondary, or 1.65 per 
cent. 

Voorhees’ conclusions are that high forceps opera- 
tions are diminishing in frequency, that elective 
versions, symphysiotomies and pubiotomies are 
more or less obsolete and that craniotomies are 
performed as a last resort on dead, injured or non- 
viable babies. Induction of labor and cesarean 
sections are frequent in recent years and are safe 
and sane operations under recognized conditions, 
disregarding the radicalism of men who perform 
abdominal section merely as an easy way out of any 
obstetrical difficulty. 

The author’s views are, on the whole, optimistic, 
in contradistinction to those writers who bewail 
obstetrics as it is practiced in general. While 
acknowledging that there is too much indifference, 
ignorance, and bungling work among the rank and 
file of the medical profession in the practice of 
obstetrics, he formulates the four changes which are 
bringing about great progress. These are: 

1. Women appreciate that pregnancy and labor 
are often far from physiological processes and seek 
advice early. 

2. Medical students and practitioners, even mid- 
wives, are better trained and know more frequently 
what to do in an emergency. They also know when 
they have reached the limit of their knowledge and 
resources and when to call in skilled assistance. 

3. More women are delivered in hospitals, 
where every weapon is at hand to combat any ex- 
pected or unexpected complication. 

4. More physicians specialize in obstetrics. 

Carey CULBERTSON. 
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KIDNEY AND URETER 


Schmidt, L. E.: Focal Infection of the Genito- 
Urinary Tract. Chicago M. Recorder, 1918, xl, 55. 


The author traces many cases of chronic per- 
sistent metastatic infections to old genito-urinary 
disease. He believes that the gonococcus does not 
remain longer than two years in a viable state in 
the genito-urinary tract. But the ravages of the 
gonococcus leave a good soil in which other micro- 
organisms thrive which are indigenous to that 
tract. Schmidt lays stress on the seminal vesicles 
and prostate as harboring latent chronic infection 
and believes that generally when the prostate is 
infected, the vesicles are also. 

The author emphasizes the fact that no genito- 
urinary disease should be considered cured by the 
urologist as long as pus can be found in the urethra 
or its adnexa. He believes this tract is too often 
overlooked as a source of infections by the general 
profession, and thinks that the urologist should 
more often be taken into consideration in the study 
of cases in which a hidden focus of infection may 
be found. A. C. STOKES. 


Green, R. E.: Tumors of the Kidneys. J. Jowa St. 
M. Soc., 1918, viii, 43. 


According to Green, renal tumors are encoun- 
tered about one to five times in a thousand cases. 
They are usually unilateral and are most frequently 
found before the tenth or after the fortieth years. 
Diagnosis is based on the symptoms of hematuria, 
pain, and tumor. Of these three signs he considers 


hematuria by far the most important. : 


He reports the following case: 

A woman thirty-seven years old, a school teacher 
and unmarried, entered the hospital because of 
general weakness. She gave a history of severe 
attacks of hematuria over a period of two years. 
Blood was found in her urine. There was some 
backache and some general so-called ‘‘rheumatic 
pains.”” There had been no great loss of weight. 
There was no cachexia. The physical examination 
did not reveal any gross abnormality. Acid-fast 
organisms were found in the urine of the first 
examination, but repeated examinations of cathe- 
terized specimens failed to show others. The right 
kidney was movable, easily palpable, and not en- 
larged. The left kidney could not at this time be 
palpated. 

After a lapse of several weeks, she returned 
again, complaining of more severe pains, and tender 
areas were discovered on the shaft of the right 
humerus, and near the head of the left femur. Radio- 
graphs of these areas showed the presence of bone 

tumors. She also complained of some blurring in 


vision of the left eye, and the opthalmoscopic 
examination disclosed a pathological condition of 
the retina, but nothing more. A radiograph revealed 
at this time an enlarged left kidney which could now 
be palpated with difficulty. Later there was metas- 
tasis in the flat bones. 

Due to the findings of hematuria, with bony and 
probably retinal metastasis, a diagnosis of renal 
tumor, probably hypernephroma, was made. The 
patient lived four months longer, but no autopsy 
was obtained. H. W. E. WALTHER. 


Menetrier, P.: Lithiasis and Kidney Cancer 
(Lithiase et cancer de rein). Bull. Acad. de méd., 
Par., 1918, Ixxix, 65. 

The author reports the case of a woman forty- 
nine years old with chronic disease of the right 
kidney lasting four or five years, and terminating 
in a large tumor in the flank and cachexia with 
fever, complicated in the final stage with severe 
pulmonary disturbances which caused the patient’s 
death. Autopsy showed that the symptoms were 
the consequence of a cancer of the right kidney 
originating from a calculous pyonephrosis with 
metastases to the lungs and liver. 

The author thinks that the case shows that the 
cancer originated from a chronically inflamed 
pelvic mucous membrane. There is a causal relation- 
ship between the pyelitis which accompanies 
stones and cancer, and the author concludes in 
this case that the cancer developed from the chronic 
pyelitis. W. A. BRENNAN. 


Braasch, W. F.: Lithiasis with Bilateral Renal 
Involvement. Boston M. & S. J., 1918, clxxviii, 
292. 

Braasch discusses the whole question of lithiasis 
with bilateral renal involvement, based on a study 
of some ninety cases of this sort. Of these, sixty-two 
had been operated upon for bilateral nephrolithiasis 
with no immediate mortality. In the Mayo Clinic, 
12.3 per cent of the cases of renal stone operated 
upon between January 1, 1910, and October 1, 1917, 
were bilateral. 

Many of these cases complained of pain only on 
one side; some had no pain at all. The painful kid- 
ney was usually the better of the two. In a number 
of cases the low function of the kidneys was con- 
sidered to be a warning against operative inter- 
ference, unless operation was made imperative by 
reason of pain, hemorrhage or toxic absorption. 
Braasch observed that frequently the renal function 
improved after removal of the stone. 

Estimation of the relative value of the two kid- 
neys is based upon the radiograph, cystoscopic 
examination and the phthalein test applied to the 
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kidneys separately. The kidney with acute com- 
plications should be operated upon first; without 
acute complications the kidney with the better 
function should be operated upon first; occasionally 
simultaneous bilateral operation is advisable. 

Stone recurred in 20 per cent of the bilateral cases, 
as against 10 per cent of unilateral cases. Braasch 
considers also what to do in case of pyelonephritis, 
pyonephrosis, hydronephrosis, or tumor in the 
opposite kidney, stone in a single kidney, stone in a 
horseshoe or fused kidney. His conclusions are logi- 
cal and based on good evidence. G. G. Smrra. 


Thompson, A. R.: Hzematuria; a Clinical Lecture. 
Guy’s Hosp. Gaz., 1917, Xxxi, 450. 


The author presents three interesting cases of 
hematuria and lays down some rules for guidance. 

1. Hematuria is not a disease, but a symptom, 
indicating in a large number of cases grave disease 
of the urinary apparatus. 

2. Hematuria is not a common symptom of vesi- 
cal calculus. 

3. Hematuria should be investigated with a 
cystoscope during an attack of hemorrhage; the 
origin of the blood can thus be seen and localized. 

4. Hematuria is rarely fatal in itself. Its danger 
lies in the disease which causes it. 

The first case was a man 52 years old, who was 
admitted to the hospital with a history of pain in 
passing water and hematuria of several months’ 
duration. 

Examination showed extreme anzmia, persistent 
hemorrhage, and the absence of any localizing renal 
signs favored the theory that it might be a growth 
of the bladder. Roentgenogram and X-ray examina- 
tion gave negative results. 

Cystoscopy located blood coming away from the 
left ureter; this caused suspicion of a new-growth in 
the kidney. As the patient was very anamic, the 
author decided to operate on the left kidney to 
discover the trouble. 

Incision disclosed an extraordinarily mobile kidney 
with some evidence of formation of new fibrous 
tissue around it. The ureter was perfectly healthy. 
The kidney was next incised, but nothing was found 
except the mobility of the kidney to account for the 
bleeding. 

Fixation of the kidney relieved the patient of ham- 
aturia, and the urine is quite clear. 

All the cases of movable kidney in males that the 
author has operated upon have had hematuria. 

The second patient, aged 63, gave a history of 
various attacks of hematuria during the past three 
years; in the last hemorrhage his urethra became 
blocked with a blood-clot and retention was caused. 
The bleeding lasted about two days, and left the 
patient very debilitated. He had lost about ten 
pounds in weight during the past year. Cystoscopy 
disclosed a papilloma on the left side of the bladder 
above the ureter. 

The author discusses the cystoscopic appearances 
of simple growth. In cystoscopic examinations, if 


a shadow is seen, then it is known that the growth has 
a pedicle, and it can be recognized as a simple 
growth, not malignant. A malignant growth is 
sessile, necrotic, and white. A simple growth has the 
color of normal mucous membrane, bears a multi- 
tude of finger-like processes, and casts a shadow. 

Growths of the bladder, either simple or malig- 
nant, are causes of hematuria. 

Another case is referred to by way of comparison 
with the first. It is that of a woman aged twenty. 
She was admitted on account of pain over the left 
kidney. When quite young, attacks occurred at 
fortnightly intervals, but for the past few years the 
attacks occurred at irregular intervals, commencing 
more often at night, and usually lasting forty-eight 
hours; they were invariably accompanied with 
severe retching and loss of appetite. 

Examination showed the cardiac, vascular, re- 
spiratory and alimentary systems normal except 
that she was at the time under dental treatment. 
Incidentally,the author advises that great attention 
be paid to the teeth when dealing with urinary 
diseases. The urine showed blood corpuscles and 
several epithelial cells. X-ray examination was nega- 
tive and no macroscopic blood or pus appeared in 
the urine. Cystoscopy was done and the left ureter 
catheterized for a distance of 5cm. Theauthor made 
an exploratory incision and found a small, hydro- 
nephrotic, extremely movable kidney. The kidney 
and ureter were incised and a tube placed in the 
kidney wound, down to the bladder; no obstruction 
was found. There was a great deal of fibrous tissue 
formation around the kidney and the upper part of 
the ureter, and on division of the fibrous tissue bands 
the dilated pelvis almost at once resumed its normal 
appearance. 

This case shows that one may find a very exten- 
sive lesion in the kidney following upon a movable 
kidney with no or only microscopical evidence of 
hematuria in the female, yet in the male there may 
be slight changes in the kidney and a good deal of 
hematuria. The reason is that in women movable 
kidney is a chronic condition, whereas in the male it 
is due to a sudden injury; in other words, movable 
kidney in the male is a dislocation. 

The next case is introduced to show the value of 
cystoscopic examination. 

A male patient was admitted to the hospital with 
a fracture of the pelvis in the region of the obturator 
foramen. The patient was in a state of collapse; 
blood appeared in the urine. An irrigating cysto- 
scope was introduced and the bladder washed out 
through it; the bladder was found absolutely intact. 
To locate the hematuria, an endoscope was passed 
into the urethra and found in the region of the 
compressor urethra muscle a great deal of contusion 
in the mucous membrane of the urethra with blood 
oozing from the surface. There was sufficient evi- 
dence therefore that the injury was not in the blad- 
der but was in the urethra. If an injury occurs to the 
posterior part of the urethra, blood may gravitate 
back into the bladder and hematuria may result. 
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In concluding, the author gives a table of the likely 
causes of hematuria, excluding the medical causes, 
such as acute nephritis: 

1. Growth of the bladder, either single or malig- 
nant. ' 

2. Cystitis. 

3. Enlarged prostate. . 

4. Injuries to the bladder and posterior part of 
the urethra. 

5. Calculus anywhere in the urinary tract. 

6. Growths of the kidney. 

7. Tuberculous disease of the kidney. 

Surgical causes of hemorrhage should be operated 
upon without delay to save the patient’s life. 

Palliative treatment may be used in cystitis if it 
will stop the cause of bleeding. 

THEO DrozpowItz. 


Moes, M. J.: Non-Tuberculous Infections of the 
Kidney. J. Iowa St. M. Soc., 1918, viii, 41. 


Recent studies show that the bacteria most 
commonly responsible for these infections are: 
the bacillus coli, the streptococcus, staphylococcus, 
bacillus typhosus, and paratyphoid bacillus. 

The routes by which pathogenic bacteria invade 
the kidney are three: (1) the urinary tract, called 
an ascending infection, the common route of 
secondary infections; (2) the blood stream, usually 
referred to as hematogenous; this is usually a 
primary infection; and (3) contiguity, as by direct 
transmission from the colon to the kidney, or by 
way of the lymphatics. 

Moes believes that in the ascending or urogenous 
types, the important factors are: (1) urinary stasis 
from whatever cause, in any part of the urinary 
tract; (2) abnormally patent ureteral orifices, such 
as permit a backing up or back-flow from the blad- 
der; and (3) the presence of pathologic micro- 
organisms. 

He urges that as soon as pus or blood is found in a 
urine, the source should be diligently searched 
for until definitely determined. It frequently will 
require cystoscopic examination, ureteral cathe- 
terization and X-ray to determine this. If pus is 
found in the urine, it must be definitely determined 
whether it has its origin within the urinary tract, 
and if it has, it should be traced through the bladder 
and ureter up to the kidney. 

The author then discusses hydronephrosis and 
pyonephrosis and states that many factors have 
to be determined in studying these conditions: 
(1) the site and degree of obstruction; (2) the nature 
of the obstruction, whether due to impacted stone 
or compression from without; (3) the amount of 
function possessed by the affected kidney; and (4) the 
presence or absence of any lesion of the other kidney. 

In speaking of nephrolithiasis Moes considers 
the following factors as entering into its etiology: 
(1) the finding of many of the urinary solids in 
saturated solution; (2) the influence of local irrita- 
tion; (3) the presence of foreign bodies such as 


bacteria with infection, or of degenerated epithelium. 


In treating infections of the kidney the author 
believes in alternately rendering the reaction of the 
urine acid, then alkaline. He administers urotropin 
when the urine is acid. H. W. E. WALTHER. 


Kretschmer, H. L.: Tuberculosis of the Kidney; 
Presentation of Three Cases. Surg. Clin. Chicago, 
1918, i, 1139. 

Renal tuberculosis, although usually primary in 
the genito-urinary tract, is secondary to some other 
focus in the body. Clinically the primary focus 
may not always be found, but a careful necropsy 
reveals a healed pulmonary or glandular focus; 
more often, however, the primary focus is clinically 
apparent. 

Renal tuberculosis is found to be a disease of 
adult life, more frequently operative in women 
than men, due, no doubt, to earlier diagnosis in 
this sex; it is primarily unilateral, the right side 
being somewhat more commonly infected than the 
left. 

Clinical, experimental and pathological evidence 
supports the hematogenous route of renal infection, 
which in turn becomes the primary cause of most 
instances of vesical tuberculosis. 

The symptoms are conveniently divided into 
those referable to (a) kidney, (b) bladder, and (c) 
changes in the urine. Palpation of an enlarged 
kidney is often of value, as is also the demonstration 
of tenderness of this organ; however, these findings 
in the absence of signs or symptoms of more direct 
diagnostic importance are often misleading as the 
healthy kidney may be the palpable and tender 
one, due to compensatory changes. Colic is present 
at times, due either to passage of primary or secon- 
dary calculi or incrustations ef necrotic tissue. 

Frequency of urination is often the first symptom 
and nocturnal frequency is peculiarly characteristic. 
This condition later is associated with incon- 
tinence of urine. The frequency is associated with 
great urgency and pain either over the bladder or 
along the urethra. The bladder is especially intoler- 
ant to the most bland irrigating fluids under slight 
pressure and seems to be specifically intolerant to 
silver nitrate. In these hypersensitive bladders 
suprapubic tenderness may be readily elicited. 

Ordinarily the cystoscopic picture is that of any 
other cystitis unless ulceration with tubercle forma- 
tion in its periphery is present. Tubercle formation 
is confined usually to the region of the urethral 
orifice supplying the infectious material; however, 
important exceptions to this condition are some- 
times found. 

By far the most important finding is that of 
tubercle bacilli in the urethral catheterized specimen 
of urine, and this is the one finding that clinches 
the diagnosis. The organism may be demon- 
strated in about go per cent of the cases. 

Pus in the urine is almost a constant finding but 
the amount is very variable from time to time, 
while hematuria, though not always present, espe- 
cially early, is commonly produced by this infection 
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and may be microscopic or so profuse as to obscure 
the other symptoms of renal tuberculosis. 

Three cases are reported in detail, giving a 
complete clinical history, physical findings, cysto- 
scopic findings, ureteral catheterization findings as 
regards ureteral obstruction and cultures, leucocyte 
counts, examination for tubercle bacilli of each 
urine, as well as complete phensulphonephthalein 
tests of the function of each kidney, the time of 
appearance of the dye and the total output in one 
hour being considered. 

Blood and radiographic findings are given. The 
indications in each instance are clearly defined by 
summarizing the evidence. 

One of these patients illustrates very well the 
occasional inadequacy of the phenolsulphone- 
phthalein test for kidney function in renal surgical 
conditions especially. The right kidney secretes 2.3 
per cent and the left but 1.6 per cent of phenolsul- 
phonephthalein in one hour; the left kidney con- 
tains tubercle bacilli and the right contains none. 
Upon a second examination without instrumenta- 
tion of any kind, the total output is 40 per cent in 
one hour. What appeared to be a very inefficient 
function is proven to be efficient. This finding 
occurs at times, due, no doubt, to instrumentation, 
especially ureteral catheterization, and is coincident 
with lack of urinary secretion. A second functional 
test, as was performed in this instance, usually 
suffices. On the other hand, a polyuria is occa- 
sionally produced by instrumentation. 

Kretschmer divides the ureter by means of a 
Paquelin cautery, the operative field being com- 
pletely covered to prevent possible contamination. 
The pathologic condition of the ureter serves asa 


guide to where the ureter is to be severed. If it is’ 


thick-walled, with a small lumen, it is a safe pro- 
cedure to resect as much as can easily be exposed; 
however, if the walls are thick with a dilated 
lumen, as complete a ureterectomy as possible 
should be performed. 

In. the usual case its section at the brim of the 
pelvis suffices. A few inches more or less ordinarily 
can not reasonably have much influence upon the 
future septic condition of the bladder or the forma- 
tion of persistent sinuses. 

The perirenal fat is often the seat of tuberculous 
infection in renal tuberculosis even when it looks 
and feels perfectly normal macroscopically. Tuber- 
cules are constantly demonstrated in such tissue, 
therefore Kretschmer isolates by multiple ligation 
as much of this fat as can conveniently be delivered 
and removes it, thus presumably reducing the 
tendency toward sinus formation to a considerable 
degree. Should the perirenal fat be indurated and 
thick, this part of the operative technique is dis- 
pensed with. Harry CULVER. 


Furniss, H. D.: Renal and Ureteral Conditions in 
Women. Am. J. Surg., 1917, xxxi, 257. 


The author enumerates the various pathologic 
conditions of the kidney and ureter to which women 


are particularly disposed. Movable and floating 
kidney are in his opinion not to be operated upon 
unless causing Dietl’s crises, gastro-intestinal dis- 
turbances or pyelitis. He warns against operating 
upon these cases in the presence of general entero- 
ptoses. 

Stricture of the ureter likewise occurs with much 
greater frequency in women; also injury due to 
operative interference in the pelvis. 

Furniss further discusses the choice of procedure 
in these cases. J. S. E1sENSTAEDT. 


David, V. C.: Ascending Urinary Infections; an 
Experimental Study. Surg., Gynec. & Obst., 1918, 
XXvi, 159. 

David briefly reviews the literature dealing with 
the anatomical, clinical and experimental observa- 
tions on the routes by which the kidney or its pelvis 
may become infected and concludes that the recent 
work leans strongly to the view of ascent of. infec- 
tion by way of the lymphatics of the ureter. Some 
of the reported work loses value because of lack of 
proper controls. The bacteriology of the normal 
urine of the animals should be known, as well as a 
thorough microscopic picture of the urinary tract 
at postmortem and the bacteriology of the blood. 
Among 39 dogs the control ureter showed no evi- 
dence of cellular infiltration in 14, while 1o had 
isolated round cell infiltrations in the submucosa 
and 5 others had this condition well marked. The 
last mentioned had normal bladder urines. 

David used dogs exclusively in his experiments 
and colon bacillus as the experimental micro- 
organism. Urine cultures were made in all instances 
before experimentation and dogs having septic 
urines were excluded. All dogs had a section of the 
right ureter removed for microscopic study as a 
control and right hydronephrosis was established 
by ligation of the right ureteral stump. 

David has attempted to determine in this ex- 
perimental work carried out by careful aseptic 
surgical technique and equally careful bacteriological 
and pathological analyses: 

1. The reaction of the bladder, under varying 
conditions of traumatism and obstruction, to the 
colon bacillus. He found that in unobstructed 
bladders into which colon bacilli had been injected 
that 9 bladders contained the organisms after in- 
tervals of three to thirty-two days and one was 
sterile after thirty-four days, while the left ureter 
and kidney pelvis contained bacillus coli only 3 
times, and the right hydronephrosis was sterile in all 
but one instance. 

There was no evidence of involvement of the 
muscularis and submucosa of these bladders by 
inflammatory exudate. 

The bladders previously traumatized with tur- 
pentine showed oedema and polymorphonuclear 
infiltration of the submucosa and in one instance 
the peri-ureteral lymphatics showed evidence of 
polymorphonuclear infiltration which decreased 
in amount as the ureter ascended and caused a 
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similar exudate in the kidney which contained the 
micro-organisms. The majority of these bladders, 
however, contained non-infected urine in bladder 
and pelvis and yet showed peri-ureteral exudate, 
hence such infiltration is not synonymous with 
infection of the urinary stream. 

In bladders partially obstructed by ligature, 
there was evidence of urinary retention and in 5 
dogs all channels of infection of the left pelvis are 
excluded except ascent through the lumen of the 
ureter. 

2. The involvement of the upper urinary tract 
from these acutely infected bladders. It is con- 
cluded that acute high grade cystitis is not com- 
monly accompanied by extension of the infection 
to the upper urinary tract. 

3. The probable routes by which this extension 
takes place. It is possible in an unobstructed bladder 
to infect the upper urinary tract by direct extension 
o the infection from the bladder through the lumen 
of the ureter. Cystitis in partially obstructed blad- 
ders is very frequently accompanied by the presence 
of the infection organism in the ureter and pelvis 
of the kidney, and this extension may take place 
by the lumen of the ureter or by direct involvement 
of the ureter by inflammation, by contiguity, or 
possibly by way of peri-ureteral lymphatics and 
infection of the subpelvic tissue; although evidence 
shows that most of these ascending infections are 
through the lumen of the ureter. Harry CuLver. 


Wise, F.: Acanthosis Nigricans Following Decap- 
sulation of the Kidneys. J. Cutan. Dis., 1918, 
XXXVi, 35. 

The infrequency of acanthosis nigricans and the 
exceptional circumstance attending its provoca- 
tion in the present case led Wise to report it. 

The condition occurred one year after the decap- 
sulation of the kidneys. The patient’s skin had as- 


sumed a yellowish-brown tinge. increasing slowly, 


but progressively, until the entire skin, excepting 
that of the face and hands, shared in the process. 

Wise assumes one of the following possibilities: 
that the operative procedure had resulted in changes 
fn the circulation, affecting the functioning of the 
abdominal or adrenal sympathetic, or of the adrenal 
gland itself; or that adhesions had formed, interfer- 
ing with the normal functioning of the various 
tissues which they may implicate; or that exudates 
or proliferated fibrous tissues were exerting pressure 
on intra-abdominal structures which had in some 
unknown manner played an important role. 

Louis Gross. 


Rappleye, W. C.: A Study of the Kidney Function 
in Senility. Boston M. & S.J., 1918, clxxviii, 191. 


This study was an inquiry into the functional 
conditions of the kidneys in late life, designed in 
part as an assistance in the interpretation of post- 
mortem findings. A group of 41 patients was 
studied, in which group the ages ranged from 
seventy to eighty-eight years. None of the patients 


had shown any fever, dyspnoea, ocdema or other 
signs within a period which could in any way be 
considered as influencing the findings in this study. 
The hemoglobin of all the patients ranged between 
75 and too per cent. The blood cytology was es- 
sentially normal. A great majority of the patients 
studied were active, not only working about the 
wards, but most of them had been engaged in 
manual labor or in the industrial rooms. 

The patients studied were free from gross evi- 
dences of renal insufficiency or other compromising 
conditions such as fever, oedema, dyspnoea, marked 
anemia, etc., and most of them were active workers. 
Under the conditions of diet and hospital routine, 
the upper normal value of blood urea nitrogen was 
considered as 15 to 16 mg. per 100 ccm., the blood 
being drawn before breakfast, twelve to fourteen 
hours after the preceding meal. 

Fifty per cent of the cases studied showed a 
moderate degree of retention, using the blood urea 
nitrogen figures as a criterion. 

Fifty per cent of the cases showed a systolic 
blood-pressure of 160 mm. or over; a higher per- 
centage showed a diastolic pressure of 85 to 90 
mm. or over. The blood-pressure readings were 
not considered to be related to either the blood urea 
nitrogen or to the rate of elimination of phenol- 
sulphonephthalein. 

In 27 cases in which the elimination of phenol- 
sulphonephthalein was determined, 13 showed a 
value of 40 per cent or lower; 9 of these were 35 
per cent or lower. A low value of elimination of the 
dye was associated for the most part with an 
elevated blood urea nitrogen. A good excretion 
was related for the most part with a relatively low 
blood urea nitrogen. 

Twenty-five per cent of the cases showed albumin 
in the urine. There were no cases of glycosuria or 
hematuria. Practically all of the cases showed casts, 
which is a customary observation. 

Sixty-six per cent of the cases showed either an 
elevated blood urea nitrogen or a depressed value 
of phenolsulphonephthalein elimination, i.e., 40 
per cent or lower. If the findings of only a few 
casts in the urine be disregarded, and the blood- 
pressure also be disregarded, in the group of patients 
studied, about 70 or 75 per cent showed easily dem- 
onstrable evidences of kidney insufficiency. 

The author notes that in this group there were 
several cases showing a relatively low blood urea 
nitrogen and a good renal function, but which had 
a considerable elevation of blood-pressure, the so- 
called cases of “essential”? hypertension. 

GrorceE E, BEILBy. 


Christian, H. A.: Tests for the Measurement of 
Renal Efficiency ‘in Relation to Prognosis in 
Nephritis. Penn. M. J., 1918, xxi, 233. 

In the patient with probable nephritis there are 
three important questions, i.e., diagnosis, prognosis, 
and treatment. The author deals only with prog- 
nosis. 


4 
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A correct idea of prognosis is often made from 
general examination, but numerous errors have been 
made. Recent work in methods of quantitating 
renal function furnish data on which to base judg- 
ment as to prognosis, and have given better insight 
into nephritis. The importance of considering the 
patient as a whole cannot be emphasized too 
strongly. 

Such extrarenal factors as severe anemia or car- 
diac decompensation influence renal function pro- 
foundly. Under such conditions renal function 
tests may indicate advanced nephritis and yet the 
kidney itself is structurally sound. Prognosis here 
depends on the type and severity of anemia or the 
character of the cardiac lesion, and renal function 
may be an unimportant factor. If renal function is 
depressed, one must determine by thorough exam- 
ination whether it comes from a pathological kidney 
or from extrarenal disturbance before drawing 
conclusions. If the extrarenal disturbances get 
better or worse, renal function probably will change 
but prognosis depends more on the character of the 
extrarenal disturbance than on the renal function. 
Improvement of renal function accompanying 
improvement of extrarenal conditions is an indica- 
tion of a structurally sound kidney. 

If renal function is poor in the absence of serious 
disturbance in other organs, the probability of im- 
provement in renal function is slight except in 
acute nephritis. In chronic nephritis prognosis can 
be determined from renal function with greater 
success than in extensive extrarenal disturbances. 

Low renal function does not justify a diagnosis of 
nephritis. Extrarenal factors must be excluded or 
given their proportionate value. Used in this way, 
the tests help greatly in the diagnosis of nephritis 

When nephritis is present, the tests measure renal 
activity, and when there are no extrarenal factors, 
prognosis in chronic nephritis based on tests for 
renal function shows relatively few mistakes where 
renal function is quite low. 

_ When renal function is fairly good, the chance of 
prognostic errors is gre ‘er. Repetition of tests at 
intervals gives some idea of the progress of the renal 
lesion and is of importance in prognosis. 

There are two quite distinct groups of nephritics; 
in one the lesion progresses at a steady rate, rapidly 
or slowly; in the other progression seems to be by 
sudden exacerbations. This last group, even with 
repeated tests, cannot warrant predictions with 
safety and a more guarded prognosis must be given 
than in the former type. 

In hospital practice the author makes use of four 
tests: (1) phenolsulphonephthalein elimination; 
(2) determination of the blood urea and the rate of 
urea excretion; (3) determination of specific gravity, 
sodium chloride and nitrogen content of the urine 
collected in two-hour portions during the day with 
special diet. At night one ten-hour specimen is 
collected and analyzed. Comparison of the day 
twelve-hour amount with the night twelve-hour 
amount is of value. (4) The amount of diuresis 


produced by such a diuretic as theophylline. The 
phthalein test is made soon after admission if the 
patient is not incontinent or in coma. If inconti- 
nent or in coma, blood urea is determined. When 
blood urea is not increased considerably, the kidney 
can be excluded as a cause of coma or other serious 
symptoms and prognosis depends on existing extra- 
renal disturbances. If it is increased markedly, prog- 
nosis is grave. When the phthalein test can be satis- 
factorily made, it serves to group the nephritics pre- 
liminarily into mild, medium, and severe. In mild 
cases phthalein elimination is normal or slightly de- 
pressed. In them blood urea is normal or almost 
normal unless the patient is on a high proteid 
diet. ‘The Ambard coefficient in such cases is often 
normal. 

In these mild cases the two-hour test is particular- 
ly useful. The patient is put on a standardized 
diet for two days and on the third day the special 
meals and the urinary collections of the two-hour 
test are made. During the day blood and urine are 
taken for the Ambard coefficient or the McLean 
index. 

If phthalein excretion is 35 to 45 per cent, moder- 
ated renal disturbance is present due to intra- 
renal or extrarenal lesions. In such cases the two- 
hour test is of little value. The determination of 
Ambard’s coefficient or McLean’s index is more 
he!pful. 

In mild cases with cardiac disturbances and 
edema, if promptly improved by digitalis, renal 
function is good and prognosis should be based on 
the cardiac condition. If oedema is marked, in 
combination with digitalis, a diuretic such as 
theophylline produces prompt diuresis and renal 
function is good; if not, renal function is poor and 
prognosis proportionately worse. 

If phthalein elimination is below 35 per cent, 
renal function is poor and in patients without 
cardiac decompensation this indicates usually 
severe renal lesions. The drop in phthalein ex- 
cretion down to zero indicates an ever increasingly 
bad prognosis. Ambard’s coefficient usually paral- 
lels phthalein excretion. After phthalein excretion 
becomes low, determinations of blood urea are 
of value for as they continue to rise they indicate a 
nearer approach to uremia. 

Many patients with chronic nephritis have 
arterial hypertension or arteriosclerosis, or both. 
They are liable to cerebral hemorrhage or to 
angina pectoris. 

Such development cannot be predicted from tests 
of renal function. Likewise death due to cardiac 
decompensation cannot be predicted from renal 
function alone, but prognosis should depend on a 
proper evaluation of renal and cardiac condition. 

Renal tests give valuable information as to renal 
function that helps in treating these cases, and 
from a consideration of both renal and circulatory 
conditions, helps in forming a far better idea of 
prognosis than if there were no measure of renal 
efficiency. H. G. Hamer. 
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Alcock, N. G.: Renal Functional Tests and Pyelog- 
raphy in Kidney Diagnosis. J. Jowa St. M. Soc., 
1918, viii, 45. 

The secretion of water and the phenolsulphone- 
phthalein tests are the only two tests Alcock employs 
in making functional tests on kidneys. He employs 
both tests in combination with cystoscopy and 
ureteral catheterization. In the water test, he forces 
fluids into the patient and then later notes whether 
or not either or both kidneys respond to the in- 
creased fluid intake and which kidney responds the 
sooner and to the greater extent. 

With the phthalein test, he injects intravenously 
1 ccm. of a solution containing 6 mg. of the phtha- 
lein; note is made of the time of appearance on either 
side and the separate specimens are then collected 
for two fifteen-minute periods. Readings are made 
with a Dunning colorimeter. 

Alcock calls attention to the fact that in order to 


get the most accurate information from the phtha-. 


lein test, catheters should be left in the ureters long 
enough to allow the kidneys to adjust themselves. 
They should be left long enough to note that there 
is no change in the rate of secretion, that is, until 
the period of variance has passed. Further, he 
rightly points out that in very nervous patients, 
especially women, it is not infrequently noted that 
after ureteral catheterization hypersecretion of the 
kidneys will be observed, secreting from two kidneys 
as much as 24 ounces in an hour. The third factor 
is the leakage of urine around the catheters. Nat- 
urally this leakage will militate against correct 
phthalein readings. 

For pyelography Alcock uses thorium solution, 
5 to 10 ccm. of the solution injected into the kidney 
by means of a syringe. He considers thorium 
harmless. In doing pyelography he recommends 
that the catheter be passed by the ureter but not 
completely to the renal pelvis. The reason is that 
if the catheter is passed to the pelvis of the kidney, 
the course of the ureter is more or less determined 
by the catheter itself. If the ureter makes some 
unusual bend, the catheter will straighten it out; 
whereas if the catheter is passed just a short dis- 
tance up the ureter and then the thorium solution is 
injected, one gets a shadow of the ureter as it lies 
in its normal position; also in cases of double pelves 
such pictures give more detail. H.W. E. WALTHER. 


BLADDER, URETHRA, AND PENIS 


Hunner, G. L.: A Rare Type of Bladder Ulcer; 
Further Notes, with a Report of 18 Cases. 
J. Am. M. Ass., 1918, 203. 


The lesion under discussion is a chronic inflamma- 
tion of all coats of the bladder wall; by the time 
these cases are treated the lesion is widespread. 

In spite of this widespread lesion, there is re- 
markably little to be found by cystoscopy, and this 
is one reason that many of these patients have 
suffered fifteen years or more and have traveled 
from clinic to clinic in an effort to find relief. 


The crucial test in cystoscopy is the finding of a 
small abrasion on the mucosa surface which, if not 
bleeding on discovery, will easily bleed on being 
touched with an instrument or with a cotton pled- 
get. It is this minute area that gives rise to the 
urinary findings of a few leucocytes or a few ery- 
throcytes or both when the urine is carefully settled 
or centrifuged. 

Occasionally the distention of the bladder by air 
as the patient assumes the knee-breast posture 
causes this area to split and a tiny stream of blood 
flows to the vertex. In such a case one first notices 
the blood-tinged urine in the vertex in striking 
contrast to the perfectly clear urine that has just 
been drawn by catheter, and by sweeping the 
speculum around the equator of the bladder, one 
finds the blood streak and can trace it to the source. 

The ulcer is usually found in the vertex or free 
portion of the bladder, as contrasted with the lo- 
cation of the Fenwick ulcer on the base or fixed 
portion. Its frequent location on the anterior 
superior wall is another reason for its having 
escaped diagnosis, this being a difficult area to 
examine with either the direct or the indirect 
methods of cystoscopy. The actual abrasions of the 
mucosa may be single or multiple. 

These ulcers are always small, varying in diam- 
eter from 2 to'5 mm., &nd they appear to be very 
superficial. The author has never seen them 
covered with fibrin or with a deposit of urinary 
salts, nor has he seen them present a picture sug- 
gesting malignancy. 

The cause of this type of bladder inflammation 
remains a mystery. 

The chief symptom associated with this type of 
bladder ulcer is pain. Associated with the pain, the 
other symptoms of cystitis occur in varying degree, 
namely, frequency day and night, strangury, burn- 
ing and smarting. The pain is often of the most 


. extreme grade, the patient complaining of a jabbing 


or stabbing knife-like pain or of a sensation of a 
jagged, sharp stick in the bladder. 

The histologic study of specimens removed at 
operation shows a fairly uniform picture in all 
cases. It is a picture of chronic inflammation in- 
volving all coats of the bladder and extending over 
the wide area which at operation shows the cedema- 
tous thickening. At the site of the minute ulcer 
there is loss of the epithelial coat and the underlying 
mucosa shows the granulation tissue characteristic 
of an active ulcer. Other sections, taken from what 
appears to be an ulcer in the gross specimen, show an 
abrupt ending of the epithelial layer at the edge of 
an area that is evidently undergoing healing, and 
here the mucosa layer is less richly supplied with 
capillaries and is much like the mucosa beneath 
the epithelial covering, showing a preponderance 
of connective tissue and infiltration of small round 
cells and leucocytes. 

The mucosa layer in the neighborhood of the 
ulcer shows an increase in the number and size of 
the capillaries, varying in the different specimens. 
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The capillaries are often stuffed with leucocytes, 
as are many of the lymph spaces. 

After an experience with 18 cases, covering a 
period of seventeen years since treating the first 
patient, and a period of nine years since seeing the 
second patient and beginning to make a special 
study of this type of bladder inflammation, the 
author believes it safe to say that no form of treat- 
ment will suffice in these cases except complete 
excision of the inflammatory area. 

The excision is done through a suprapubic in- 
cision., To facilitate the finding and handling of the 
bladder, it is left full of air if cystoscopy has just 
been done in the knee-breast posture, or it is dis- 
tended with sterile fluid just before operation. 

If possible, the operation is kept extraperitoneal. 
This can be accomplished in those cases in which the 
disease is confined to the vertex and anterior wall. 
If the disease involves a portion of the bladder 
covered by peritoneum, it is possible in some cases 
to separate the involved peritoneum, but more 
often the attempt at separation results in an open- 
ing into the peritoneum or into the bladder. 

After excision of the diseased area, the bladder is 
closed by bringing the edges together with a running 
lock-stitch suture of twenty-day formaldehyde cat- 
gut No. 2, leaving a slight opening in the vertex 
through which the mushroom retention catheter is 
carried and sutured to the bladder wall with a No. 2 
ten-day catgut. The abdominal wall is closed except 
for a small opening to carry the rubber catheter and 
two cigarette drains which are introduced down to 
the bladder wall. 

These cigarette drains are removed at the end of 
forty-eight hours and daily irrigations of the blad- 
der with a 1:10,000 solution of silver nitrate are 
carried on through the retention catheter, the 
strength of the solution being increased as the 
patient recovers. An ounce or two of the solution 
is introduced and immediately withdrawn through 
the catheter until several washings are made. This 
is best accomplished with the patient on his side. 

The retention catheter is withdrawn on the tenth 
to the fourteenth day, after which the irrigations 
are given through the urethra daily until the bladder 
is free from infection. Epwarp L. CorNELL. 


Gibb, W. T., and Glassberg, J. A.: A Case of Patent 
Urachus, with Abscess Complicating an Hyper- 
trophied Prostate. Hosp. Bull. Dept. Public 
Charities, N. Y., 1917, i, 36. 

The authors report a case of patent urachus which 
is especially interesting on account of the pa- 
tient’s age, the duration of the disability, the 
complete restoration of bladder function, and the 
closure of the urachal sinus. 

The patient, a man of 74, was admitted to the 
hospital suffering from general abdominal pain and 
discomfort, complete cessation of urethral urination, 
and passing all his urine through the umbilicus. 
These symptoms had set in about three years ago 
and had gradually increased in intensity, until about 


a month before the admission of the. patient; of 
late his urethral flow had entirely ceased so that 
all of his urine passed through the umbilicus. The 
patient’s abdomen was distended, his umbilicus 
protruded and from it flowed constantly a cloudy 
fluid with a urinous odor. 

A rounded mass, dull on percussion and tender to 
pressure, was found in the hypogastric region just 
above the symphysis. On account of the consider- 
ably enlarged prostate a small sound could be 
passed only with difficulty into the bladder. The 
catheterized urine contained large amounts of pus 
and a few hyaline casts, and the fluid from the 
umbilicus showed an even larger admixture of pus 
than the bladder urine. Methylene blue appeared 
in the urine twenty minutes after the tablet had 
been swallowed. 

After careful preparatory treatment under which 
the local and general symptoms had materially im- 
proved, suprapubic prostatectomy was performed 
under general anesthesia. On dividing the fascia, 
the rectus and pyramidales muscles a considerable 
amount of indurated tissue and adhesions were 
encountered over the bladder, and on going a little 
deeper, an abscess cavity was entered near the apex 
of the incision. This was evidently the distended 
urachus and contained about 60 ccm. of pus having 
a urinous odor. 

This abscess was evacuated and carefully wiped 
out, and an irregular diverticulum of the perito- 
neum, which was entered in the lower angle of the 
wound, was closed by suture. The bladder wall 
was very thick and adherent to the surrounding 
structures, and it was impossible to push the perito- 
neum upward from its anterior surface. Through an 
incision into the bladder, about 4 cm. long, the 
enlarged prostate was easily enucleated, and on the 
twelfth day after the operation the suprapubic tube 
was removed. The suprapubic wound closed 
promptly without suppuration. There was no 
leakage of urine through the umbilicus after the 
operation, and the patient has been passing his 
urine normally and at normal intervals since the 
operation. 

The case reported above represents the type 
of pathological urachus which is of the greatest 
interest to the genito-urinary surgeon, and which 
in most instances produces symptoms necessitating 
operative interference for relief on account of ob- 
struction to the normal bladder outflow, due to 
either prostatic hypertrophy, impervious urethral 
stricture, impacted calculus, or obstructing new- 
growths. By these means such an amount of 
bladder distention may be produced that the urine, 
following the line of least resistance, seeks another 
outlet, enters the patent urachus and produces unto- 
ward symptoms calling attention to the condition. 

Complete urachal fistula due to hypertrophy of 
the prostate in the aged is one of the most infre- 
quent types of urachal abnormality, and from this 
viewpoint alone the report of the authors’ case 
appears to be justifiable. M. KRroroszyNeER. 
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Huhner, M.: The Diagnosis and Treatment of 
Pathological Conditions in the Anterior Ure- 
thra Through the Urethroscope. Med. Rec., 
1917, XCil, 1057. 

The author discusses the subject under the follow- 
ing divisions: 

1. Description of the instrument. 

2. Precautions and contra-indications in the 
performance of urethroscopy. 

3. Preparation of the instruments and of the 
patient. 

4. Appearance of the normal urethra through the 
urethroscope. 

5. Pathological conditions in the anterior urethra 
seen through the urethroscope. 

6. Treatment of pathological conditions through 
the urethroscope. 

He describes in detail the kind of instruments to 
be used for diagnosis and treatment of urethral 
lesions, the precautions and contra-indications in 
the performance of urethroscopy, the preparation 
of instruments and of patients, solutions for medi- 
cating the urethra, the appearance of the normal 
urethra through the urethroscope, the method of 
performing anterior urethroscopy, pathological 
conditions of the anterior urethra as seen through 
the urethroscope, such as new-growths, cysts in the 
anterior urethra, polypi, urethral warts, carcinoma 
of the urethra, and cancer of the urethra. 

The other conditions which may be recognized 
by the urethroscope are granulations and erosions 
of the urethral mucous membrane, infections and 
inflammations of the follicles and glands, and 
infiltration of the submucous tissue causing the 
different grades of stricture formation. In regard to 
the latter, he states that these infiltrations are of 
exceeding importance, as the forerunner of possible 
stricture. One must not wait until signs of obstruc- 
tion appear before diagnosing a stricture of the 


urethra, but must make the diagnosis by the urethro- . 


scopic picture, before any signs of obstruction 
appear, and before it can be appreciated with the 
sound. 

. He describes the technique of destroying follicles 
by chemical means with the urethroscopic knife, by 
electrolysis and with the high-frequency current. 

C. R. O’CROWLEY 


GENITAL ORGANS 


Fansler, W. A.: An Unusually Large Sarcoma of 
the Testicle. Am. J. Surg., 1918, xxxii, 10. 


A brief report is given of a patient fifty years old 
with a tumor of the right testicle. He had been 
kicked in the testicle by a horse ten years before. 

Other than a marked swelling at the time of the 
trauma and intermittent pain and slight swelling 
occasionally thereafter there were no symptoms 
until one year previous to the present examination, 
when a progressive enlargement developed and 
continued with increased rapidity until the tumor 
formed a mass 16 by 17 cm. 


The mass was removed as completely as possible, 
and showed microscopically a rapidly growing 
sarcoma. (Edema of the leg subsided at once and 
the mechanical interference of the mass was entirely 
removed. In spite of graduated doses of X-ray 
and Coley’s fluid, recurrence was rapid. 

Harry CULVER. 


Beal, N. H.: Suprapubic Prostatectomy. Canad. 
M. Ass. J., 1918, viii, 108. . 


Thirty-three per cent of all normal males over 
fifty years of age show enlargement of the prostate, 
and 40 per cent of these present symptoms. The 
author makes a plea for the recognition and more 
universal study of these unfortunates. Relief to the 
greatest number can only come when surgeons in 
general take a more active interest in this important 
branch of their work. 

Investigation of the following points is absolutely 
necessary for good operative results: 

1. Kidney function, including the determination 
of the phenolsulphonephthalein output, the total 
twenty-four-hour urine specific gravity, the total 
urea and microscopic findings. 

2. Cardiovascular condition, blood and _pulse- 
pressure and estimation of myocardial efficiency 
by an experienced internist. This group furnished 
the chief factor in the author’s unsuccessful cases. 
Decompensation is an absolute contra-indication. 

3. Infection. Cystitis is best relieved by supra- 
pubic drainage continuing over a period of many 
weeks. Epididymitis can often be prevented by 
irrigation with 5 per cent argyrol before each cathe- 
terization. 

4. Character of the growth. Cancer is more com- 
mon than was supposed and the results of treatment 
rather discouraging. 

The author prefers the suprapubic method for 
removal of the prostate in two stages, or in cases 
with very septic bladders the three-stage operation 
described by Hadley Williams. He thinks that the 
removal of the gland is really a shelling out of the 
enlarged lobes, the posterior portion carrying the 
ejaculatory ducts being left behind in most properly 
done operations. This allows the retention of the 
sex function as effectively as by the perineal route. 
Hemorrhage can best be controlled by careful 
dissection and the Hagner bag. Anemia consequent 
on the loss of much blood greatly lowers the patient’s 
resistance to infection and favors complications. 

Efficient and experienced nursing is of prime 
importance in the after-treatment. Good bladder 
drainage is the best preventive for postoperative 
complications, such as epididymitis, phlebitis, etc. 
The prompt recognition of such complications is 
essential. H. W. PLAGGEMEYER. 


Bieberbach, W. D.: Gonorrhoea in Young Male 
Children, and Its Treatment. Boston M.& S. J., 
1918, clxxviii, 259. 

Gonorrhoea in the male child is a rare disease, at 
least in boys under twelve years of age, in contrast 
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to gonorrhceal urethro-vulvo-vaginitis observed in 
the opposite sex. As etiological factors stand out 
attempts at intercourse, often suggested by a much 
older female, and contagion due to foreign bodies 
or fabrics previously infected being introduced 
within the urethra. The correct recognition oi 
male infantile gonorrhoea depends upon careful 
attention to inflammatory conditions of the pre- 
puce or penis, especially in the presence of a long 
foreskin where a phimosis exists. 

When these conditions are complicated by a 
purulent discharge, it is wise to examine carefully 
with a view to identifying the nature of the dis- 
charge under the microscope. Should an organism 
be ascertained resembling the gonococcus, then 
cultivation on artificial media is indispensable 
toward proving the nature of the infection. By 
these means only the differential diagnosis between 
gonorrhoea and simple irritative urethritis is 
feasible, which in the beginning as a rule, cannot 
be established clinically. 

In this connection the author relates in detail 
two interesting observations concerning true gonor- 
rhoeal infection in four boys, ranging in age be- 
tween three and six years, in whom the infection 
was due to the direct and indirect methods of 
contagion. 

In tracing the source of infection, the aid of 
social workers appears to be indispensable as evi- 
dent from the history of the first observation, where 
the chain of evidence was finally conclusively linked 
by these means. 

In the care and treatment of the infected boys, 
proper prophylactic measures, including instruc- 
tions to mothers as regards disposal of dressings, 
prevention of ophthalmia, diet, etc., play an im- 
portant réle. The therapeutic measures consist in 
the internal administration of balsams, i.e., thy- 
resol, etc., which in appropriate doses is borne well 
by the children, and in local irrigations of the ure- 
thral canal by weak silver solutions, protargol or 
nitrate of silver, 1:8,000 to 1:4,000. 

Irrigation is performed by inserting a soft rubber 
catheter, size 10 French, into the anterior urethra 
and gently forcing this fluid through by means of a 
large hand syringe. Following this a clean catheter 
of the same size is introduced just behind the cut- 
off muscle, and the same solution is forced through 
the posterior urethra to the bladder. When the 
child complains of bladder fullness the catheter is 
removed and the child is allowed to stand and 
empty the bladder. By repeating this local treat- 
ment every other day with due delicacy, a complete 
cure of the condition, as evidenced by subsidence 
of the discharge and appearance of equally clear 
and sparkling urine portions, may be obtained in 
about four weeks. 

The article proves the importance of the micro- 
scopical examination of discharges in children suf- 
fering from phimosis in order by these means to 

* clinch the diagnosis at the first visit. 
M. KroroszyNER. 


MISCELLANEOUS 


Edgerton, N. B.: The Diagnosis of Urinary 
Lithiasis. J. So. Car. M. Ass., 1918, xiv, 38. 


In the diagnosis of urinary lithiasis the author 
insists on the following points: 

1. A well taken history and complete physical 
examination. 

2. Good radiographs. 

3. Complete study of urinary findings, kidney 
function, etc. 

4. Complete cystosgopic examination, including 
passage of ureteral catheters and pyelography. 

Pain due to stone is present in 70 per cent of 
cases and may be fixed, radiating, or referred. If 
the causative factor is in the kidney there is often 
a dull ache in the lumbar region. The pain of 
ureteral stone usually follows the surface markings 
of the course of the ureter, dependent somewhat 
on the location in the ureter, extending sometimes 
down into the testicle, leg, and foot of the same side. 

Care is necessary in the differential diagnosis, 
as confusion with a high-lying appendicitis, disease 
of the gall-bladder, pancreas, perforating gastric 
ulcer, mesenteric embolism, tubo-ovarian disease 
and subdiaphragmatic abscess is easy. Stone in the 
intravesical portion of the ureter often gives rise 
to dysuria, frequency, meatal pain and occasionally 
the passage of a few drops of blood. Young has 
observed seminal and testicular phenomena and 
chronic rectal symptoms increased at the moment 
of defecation. Blood is present in the urine except 
when the stone is not movable and smooth and 
regular in shape. Infection takes place in about 65 
per cent of cases with the presence of pus. 

Radiography with the passage of catheters im- 
permeable to the X-rays and injection of thorium 
will often clear up a questionable diagnosis. Passage 
of a ureteral stone will sometimes take place after 
ureteral catheterization due to the resultant strong 
muscular contractions. H. W. PLAGGEMEYER. 


Schapira, S. W., and Spiegelberg, S. L.: A Pre- 
liminary Report of the Study of the Genito- 
Urinary Tract in 600 Cases of Pulmonary 
Tuberculosis. Hosp. Bull. Dept. Public Charities, 
N.. Y., 2037; 1, 02: 


The patients under consideration in this series 
numbered 600; there were 360 males and 240 
females, all adults. The cases were not unlike those 
generally met with in everyday practice, thus 
explaining the more favorable findings and the 
considerably smaller percentage of complications in 
the genito-urinary organs than in those of other 
observers. The investigations, carried out accord- 
ing to a careful routine, yielded the following 
results: 

Seventy-three of the total amount of patients, or 
12 per cent, gave a history of subjective symptoms 
referable to the genito-urinary tract, i.e., nocturnal 
and diurnal frequency, tenesmus, etc. Urinalysis 
revealed in 238 cases albuminuria, 143 cases con- 
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tained pus-cells, 135 showed casts, in 6 cases hema- 
turia was noted, and in 12 cases a specific gravity 
of 1,010 or less was found. In the presence of acid- 
fast bacilli in the urine, only catheterized specimens 
were considered, in order to guard against con- 
tamination of the urine with smegma bacilli. In 
the 73 patients who presented subjective symptoms 
referable to the genito-urinary tract a cystoscopic 
examination was made, to which in the cases show- 
ing acid-fast bacilli in the catheterized bladder urine 
was added ureteral catheterization wherever possible. 

In 37 of 73 cases presenting subjective urological 
symptoms, tubercular lesions of the bladder, the 
trigone, or the ureters were ascertained. In 36 
cases, or in nearly 50 per cent, no such lesions could 
be found on closest scrutiny, thus demonstrating 
the apparent frequency of symptomatic reflex 
irritation. On the other hand, tubercular lesions 
were found in the bladder of 25 patients who had 
neither subjective symptoms referable to the uro- 
genital tract, nor acid-fast bacilli in the urine. 

It was also found that several patients with 
neither demonstrable lesions in the urogenital tract 
nor subjective symptoms had tubercle bacilli in the 


urine, and that patients with local tubercular 
lesions in the bladder and with urinary symptoms 
showed no tubercle bacilli in the urine. The latter 
occurrence is explained by the authors on the basis 
of intermittent elimination of showers of tubercle 
bacilli, so that it is quite possible to get specimens 
of urine between the showers which are free of 
bacilli, while the former observation gives additional 
weight to the theory that the kidneys can and act- 
ually do excrete tubercle bacilli without themselves 
becoming infected. 

Of 91 guinea-pig inoculations with urines present- 
ing acid-fast bacilli, a positive result was obtained 
in 23 cases, or in 25 per cent, showing a comparative- 
ly very small percentage for the total number of 
cases studied, i.e., one in 27, as against one in 11 in 
Cunningham’s, and one in 10 in Bernstein’s statistics. 

Of occasional lesions of tuberculosis among the 
male patients, 23 had tuberculosis of the prostate, 11 
had tubercular vesiculitis and 16 had tubercular 
epididymitis, and among the 37 cystoscopies in 
tubercular bladders, 1o tubercular prostates, 4 
tubercular epididymes and 3 tubercular vesicles 
were found. M. Kroroszyner. 
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SURGERY OF THE EYE AND EAR 


EYE 


Roy, D.: Late Infection with Enucleation Follow- 
ing an Operation of Iridotasis for Chronic 
Glaucoma. Arch. Ophth., 1918, xlvii, 42. 


A case of infection of a glaucomatous eye re- 
quiring enucleation five years after the operation 
of iridotasis is reported, the author stating that 
it is the first on record. 

The factors contributing to the accident were: 

1. The eye showed some slow choroidal changes 
and was myopic, this evidently progressing and 
thinning the tunics of the eyeball, causing it to 
give way at the point of operative incision. 

2. No retention suture was used in the conjunc- 
tival flap, which is regarded as the serious mistake 
in this case. 

3. Too large an incision was made at the sclero- 
corneal margin, allowing too large a piece of iris 
to be pulled into it. S. S. Howe. 


Mansilla, G.: Sarcoma of the Right Optic Nerve 
(Sarcoma del nervis optico derecho). Siglo. méd., 
Madrid, 1917, lxiv, 979. 


A woman of sixty-three years showed exophthal- 
mia, immovability of the right eye, and atrophic 
optic neuritis. These symptoms suggested a tumor of 
the orbital fundus. The Wassermann reaction was 
negative. Evisceration of the cavity was decided on 
and carried out under chloroform anesthesia. 

On dissecting the lids, the fingers were inserted 
into the orbital cavity and discovered a rounded 
mass behind the eye-ball which occupied the orbital 
fundus and was adherent to the posterior pole. 
The nerve was sectioned and the eyeball separated 
and the new-growth and all orbital contents re- 
moved. The cavity was then curetted, cauterized 
and filled with a gauze tampon. The woman re- 
covered completely and there is no sign of recurrence. 

The tumor, which was situated in the posterior 
part of the eyeball and in contact with it and the 
optic nerve, was microscopically examined and 
pronounced a fibrosarcoma. Pulido mentions an- 
other case in a child two years old. 

W. A. BRENNAN. 
Burge, W. E.: The Production of Cataract. Arch. 
Ophth., 1918, xlvii, 12. 


A series of experiments were conducted to de- 
termine the essential cause of cataract, the in- 
vestigator summarizing his work in the following 


conclusions: 


1. Sodium and potassium salts act specifically 
on the nucleus of the lens, producing nuclear opacity, 
while calcium salts act on the cortex, producing 
cortical opacity. 


2. The short wave lengths of the spectrum pro- 
duce such a change in the cells of the lens that the 
calcium and sodium salts, which are found to be 
greatly increased in human cataractous lenses, can 
combine with the protoplasm and precipitate it, 
thus producing an opacity. 

3. That ultraviolet radiation kills living cells by 
coagulating their protein may be seen by direct 
observation through the microscope during an in- 
tense exposure of unicellular organisms such as 
paramecia. 

4. An opacity of the lens can be produced in 
fish living in solutions of those salts found to be 
increased in cataractous lenses, by exposing the eye 
of the fish to the radiation from a quartz mercury- 
vapor burner. 

5. In looking for the cause of cataract, it would 
seem that at least two factors should be considered, 
the one a modification of the protein of the lens 
by ultraviolet radiation, the other certain inorganic 
salts by which the modified protein can be pre- 
cipitated. S. S. Howe. 


Kirk, J.: Eye Changes in Trench Nephritis. Brit. 
M. J., 1918, i, 7. 

In the spring of 1917 the author had the op- 
portunity of examining 70 or 80 cases of war nephri- 
tis, most of them young, active soldiers twenty to 
thirty years of age. There was usually severe ex- 
posure and strain, and nearly all of the cases were 
severely acute and seriously ill. Invariably there 
was marked retinal congestion, with large pulsating 
veins and no patches of exudation or nerve in- 
volvement on admission. 

Examination of these cases again about three 
months after the onset of the illness classified them 
into three groups, A, B, and C. 

Group A included 21 patients, convalescent, 
with practically no symptoms except slight anemia 
and debility, usually with normal urine. In only 4 
of these patients were retinal changes present and 
they were slight, i.e., a few small spots of exudation, 
slight haziness of the disc, or a little oedema along 
the course of the veins. 

Group B included 20 cases. Albumin was usually 
present; often dyspnoea and some oedema. Eight 
cases showed small exudation spots and one showed 
marked retinal changes. 

Group C included 13 cases. The disease was still 
marked, with general symptoms, severe oedema, 
much albumin and sometimes blood. Four cases 
had very definite retinal changes, and four had 
changes of slighter nature. In none were there 
signs of any other complicating disease. 

In this series, while the spots of exudation were 
generally in the usual situation, in no case was 
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seen the typical star-like figure of the chronic 
cases. Hamorrhage was not common. The optic 
disc often showed a definite swelling, and small areas 
of cedema were noticed along the course of the veins. 
In summarizing, the author states that in this 
disease the retina is very liable to involvement, 
although gross changes are not evident in the 
early stages. The pathology is probably an acute 
congestion, resulting from some specific toxin; the 
exudation is partly lymphoid and partly cellular and 
probably clears up in the majority of cases without 
permanent results. The retinal changes do not 
affect the prognosis except that the severer the 
changes, the severer the case in most instances. The 
condition is probably allied to the acute retinitis of 
pregnancy, scarlatina, acute uremia, etc., and should 
not be confounded with the retinitis of chronic 
kidney inflammation. V. C. Hunt. 


Thompson, H. M.: The Effect of Intestinal Stasis 
on the Eye, Especially in Iritis. J. Ophih. & 
Oto-Laryngol., 1917, Xi, 343. 


The author states that the fact appears to be 
proven beyond doubt that recurrent iritis has its 
origin in chronic intestinal stasis. He discusses the 
theories of intestinal auto-intoxication and_in- 
testinal subinfection, and reviews the work of Crile, 
Lane, and others. 

He reports the case of a woman of thirty-two 
who had suffered for fourteen years from recurrent 
iritis, rheumatism, and a vertebral polyarthritis. 
She has remained well for three years and gained in 
every way since the removal of a chronically ulcer- 
ated appendix with concretions and the breaking 
up of adhesions around the caecum. 

The author believes that when a case has become 
progressively worse under medical treatment, 
surgical procedures directed to the intestinal tract 
are indicated, and that many chronic eye lesions 
cannot be cured in any other way. S. S. Howe. 


EAR 


Babcock, H. L.: Some Observations on the Béfany 
Tests as Applied to Aviators. Boston M. & S. J., 
1917, clxxvil, 840. 

Besides detailing the methods of examining the 
vestibular apparatus as regards nystagmus, the 
pointing tests and falling, the author has made some 
observations on the effect of turning on the pulse 
rate. One hundred cases were thus studied. 

The average pulse rate per minute before turning 
was 78; after turning, 87. The average pulse rate 
increase per minute was 9. The lowest pulse rate per 
minute before turning was 58; the highest, r1o8. 
The lowest pulse rate per minute after turning was 
60; the highest, 124. 

In 80 cases the pulse rate increased after turning; 
in 12 cases there was no change. In 8 cases the pulse 
was lower after turning. The greatest increase was 
from 80 to 116; the greatest decrease was from 76 
to 66. Orro M. Rorr. 


Steel, G. E.: Mastoiditis. N.Y. M.J., 1918, cvii, 63. 


Approaching his subject from the standpoint of 
the patient and the general practitioner, the author 
discusses (1) the necessity for operative interference; 
(2) the danger to life; (3) the danger to hearing; 
(4) the amount of deformity; (5) the time for heal- 
ing to occur; (6) the required absence from business. 

In deciding the necessity for operative inter- 
ference, the following terminations should be kept 
in mind: 

1. The case may go on to spontaneous recovery 
with little or no treatment, and function may be 
restored to normal, especially in children. 

2. It may recover as far as mastoid symptoms 
are concerned, but the ear may continue to dis- 
charge steadily or intermittently, the perforation in 
the drum membrane may. remain open, and the 
function be progressively impaired. 

3. The patient may ultimately recover sponta- 
neously after an unduly prolonged period of aural 
discharge, the perforation in the membrana tympani 
healing; but deposits, bands or adhesions may re- 
main which impair function, give rise to a distress- 
ing tinnitus, which may finally result in marked 
deafness. 

4. Complications may develop, with or without 
operation, which may result fatally or jeopardize 
life. 

5. The patient may undergo mastoidectomy and 
recover with or without impairment of hearing. 

Laboratory aids, such as blood count, bacteri- 
ological examination and X-rays, are mentioned 
as of service in reaching a decision. 

The prognosis in a mastoidectomy, done where 
there are no cranial complications and in a patient 
otherwise healthy, is exceedingly good. 

In a mastoidectomy done at the right time before 
destructive changes occur in the middle ear, the 
hearing will return to its former condition before 


* the operation. 


As to length of time for the healing of the mastoid 
wound, the average period is six weeks. In an 
uncomplicated mastoiditis, the patient should re- 
main in the house for ten days after the operation 
and remain away from business for at least two 
weeks. Otto M. Rorrt. 


Wilson, J. G.: The Effect of High Explosives on the 
Ear. N.Y. M.J., 1918, cvii, 357. 

The cases of deafness due to war conditions could 
be divided into two classes, one including all cases 
in which there had been a direct wound of the ear 
by a missile and the other including those injured 
by the effects of an explosion without direct wound 
of the ear. It is the latter class alone which the 
author considers. These cases had been termed 
shell shock deafness and there has been a great 
tendency to associate the condition with hysteria 
and neurasthenia, but the author advises the 
avoidance of these terms as confusing. 

The effect of a high explosive was a great and 
sudden compression followed by an equally great 
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and sudden decompression. This compression and 
decompression could amount to 10,000 kilograms a 
square meter. The author referred to the fact that 
there were certain normal limits to the capacity 
of the auditory apparatus to withstand pressure 
changes, and that pressures beyond the normal 
caused disturbances of hearing such as hyperacusis, 
hypo-acusis, or total deafness. 

The men with symptoms of nerve deafness due 
to the effects of high explosives could be classified 
as those with true nerve deafness; those who had had 
nerve deafness and who retained the fixed idea that 
they could not hear; and those who were malinger- 
ing. The first class alone is discussed, and in this 
class there are three groups of cases. 

In the first group, the nerve deafness was asso- 
ciated with damage to the conducting mechanism, 
such as perforation of the tympanic membrane, 
hemorrhage into the middle ear, or infection of the 
middle ear. The second group comprised those 
cases in which there was no demonstrable lesion in 
the conducting mechanism. The third group was 
composed of those cases in which there was destruc- 
tion of the cochlea and semicircular canals or their 
nerves. 

The deafness might be partial or total in either 
of the first two groups, but was always total in the 
third. The symptoms of all three groups fell within 
the description of traumatic neuroses and most of 
the patients exhibited variable and complex symp- 
toms aside from deafness. Such symptoms included 
the various common manifestations usually asso- 
ciated with neurasthenia or hysteria. 

The author pointed out that in those cases where 
there were no evidences of structural injury, there 


still might be some microscopic damage to the 
structures of the internal ear. In this connection 
the author reported two specimens, secured within 
six hours after death, in which it was known that 
the patient had sustained the effects of high explo- 
sives and developed nerve deafness. The micro- 
scopical examination revealed lesions confined to 
the cochlear structures, closely resembling the 
experimental lesions made on animals by pistol 
shots. The membrana tentoria was found swung 
up against Reissner’s membrane and was attached 
to it by a serous and cellular exudate. The organ 
of Corti showed marked swelling of the cells, and 
microscopic hemorrhages were found in the internal 
ear alone with evidences of an acute neuritis of the 
eighth nerve. No hemorrhages were found in 
Corti’s organ. With these lesions it was found that 
the stapes was intact and the vestibule had not 
been injured. 

Concerning the methods employed for improving 
the hearing, the best results were obtained by 
stimulating the nerves by means of the voice and 
tuning forks through resonators. Electricity was 
harmful. No results were obtained where the in- 
ternal ear was destroyed. 

As a preventive measure the author recom- 
mends the Wilson-Michelson hard rubber device 
which permitted the hearing of all normal sounds, 
but which also closed tightly in response to loud 
noises and protected the ear against injury by 
detonations. This device was smaller than the 
Malloch-Armstrong protector and did not irritate 
the canal or cause any discomfort to the wearer. 
Cotton plugs and wax, or cotton impregnated with 
petrolatum were condemned. Orto M. Rott. 
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CONFERENCE ON HOSPITAL STANDARDIZATION 


Joint SESSION OF INTERNATIONAL, STATE AND PROVINCIAL COMMITTEES ON STANDARDS, HELD IN CHICAGO, 
OCTOBER Ig AND 20, IQI7 


last ten years has been much dis- 

cussed in the medical profession and 

among hospitals. During this period 
such a project has steadily won favor; in fact, 
due chiefly to the American Medical Associa- 
tion and to the American Hospital Associa- 
tion, the need of it is now almost universally 
conceded. Already hospital standardization 
has found expression in Pennsylvania and 
New Jersey. But the first continent-wide 
plan of action in this field was announced by 
the Regents of the American College of 
Surgeons in 1913 soon after the organization 
of the College and that plan of action is now a 
reality. 

The Journal is pleased in the following 
pages, first, to review the steps by which the 

“College has entered upon its program of hos- 
pital standardization; second, to give in 
abstract the papers presented at the hospital 
conference held in Chicago on October 19 
and 20. 

Although a program of hospital standard- 
ization was announced by the College in 
1913, the Regents of the College at that time 
could not take up the project. Necessarily 
they turned their attention, first, to the 
organization of strong Credentials Committees 
in each province of Canada, and in each state 
of the Union. A second task was to secure a 
sound financial basis for the College. But 


PH ten standardization during the 


when in 1916 these two objects were fairly. 


accomplished, the Regents asked the Fellows 
of the College to elect committees from their 
own number in their respective states who 
were most thoughtful on matters of educa- 
tional standards. 

The purpose of these committees was not 
only to guide, but also to put into action the 


standardization project. It was the intent 
of the Regents as soon as these committees 
were elected to call them together and with 
them to act. Delay in this plan, however, 
was caused by the war and the committees 
were not called together until October 19 and 
20,1917. On these two days the committees 
met in Chicago and about 60 leading hospital 
superintendents also met with them. 

At this conference the problem of stan- 
dardization was approached, first, from the 
angle of actual hospital data; the number of 
hospitals, their distribution, their classifica- 
tion, the number of beds, the investment, etc. 
Together with these data came also some 
thought as to the relation of these hospitals 
to the society served by them. The second 
division of the program had to do with what 
the profession of medicine wants in hospitals. 
Under this division were considered efficiency 
and management, the hospital laboratory, 
case-records and their value, and the re- 
sponsibility of the hospital toward medical 
research and in the training of interns and 
of nurses. The last two sessions of the 
program were devoted to the ways and means 
toward action. In this connection the view- 
point of the American Hospital Association, 
of the Catholic Hospital Association, and of 
the medical schools was each presented and 
discussed. 


WHAT THE CONFERENCE DID 

The outcome of the conference in general 
terms was as follows: 

First, the idea of organized standardiza- 
tion advanced among those present from a 
mere intellectual conception into real en- 
thusiasm. Second, the interest in the project 
was shared by hospital administrators, 
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whether they came from little hospitals or 
from great hospitals, as well as by physicians 
and surgeons. Third, the proper care of the 
patient was, throughout all of the papers and 
discussions, held as the test of efficiency in the 
standardization program. ‘The hospital is for 
the patient; it is for his convalescence and 
complete recovery from illness. The right 
sort of care of the patient, it was emphasized, 
could be provided in a small hospital as well 
as ina great hospital. Fourth, time and time 
again the need of closer codperation between 
hospital staffs and hospital trustees was urged, 
and the need also of strong administrative 
authority. Fifth, firmness in all procedure 
and quick action were judged fundamental to 
successful policy. 

Finally, in order to translate the conclu- 
sions of the conference into action, a General 
Hospital Committee composed of 25 mem- 
bers, surgeons, internists, hospital super- 
intendents and laboratory men and other 
specialists was appointed to meet at an early 
date in Washington. This Committee is to 
do two things: First, to revise and complete a 
questionnaire upon which data concerning 
hospitals are to be collected; second, to re- 
view and to approve a minimum standard 
on the basis of which hospitals are to be 
classified. This minimum standard is to 
include definite requirements on such matters 
as the keeping of case-records, the hospital 
laboratory, and the training of interns. 

In the closing summary of the conference 
_ on October 20, Dr. George W. Crile said in 
part: 

“The first great step toward standardiza- 
tion has been achieved, for those of us who 
are here have ourselves been standardized. 
We are a difficult group to standardize, but 
the thing is accomplished. 

“One thing I have learned from this meet- 
ing which is more important than anything 
else is that medical staffs should realize fully 
that they are public servants; that they are 
in private practice only in part; and that they 
owe a duty toward the training of young men 
in hospitals. They owe a duty to train 
nurses as well as interns and assistants. It 
is the duty of medical stafis also to give an 
insight, to give a spiritual viewpoint to mem- 


bers of their respective boards of trustees in 
order that the staffs of hospitals and the 
trustees may work together with all the 
advantages of strong bonds of codperation. 

“T have listened with great interest par- 
ticularly to what has been said about small 
hospitals. So far as I am personally con- 
cerned, the standardization that is in our 
minds here to-day is not the standardization 
of the great institution. High scientific ser- 
vice in a hospital does not necessitate a large 
number of beds. It means merely that if a 
hospital has but one patient and one member 
of staff, that if the member of staff gives that 
patient a fair show and a square deal in the 
way of intelligent treatment, the hospital will 
meet any standard which we may properly set 
up. The patient must have the advantage 
of medical science, the advantage of a 
laboratory, and the advantage of good 
nursing. 

“T desire to mention a matter that concerns 
this problem which I learned, much to my 
advantage, in France. For the first time I 
spent all of my time each day in a hospital. 
Heretofore, | have had a great many duties 
outside of the hospital to take me away from 
it. Inspending my time all day in a hospital 
I had excellent opportunity to see more 
closely the things that make for real success. 
I do not believe that we as surgeons realize 
how little attention we actually give to our 
own hospitals. I did not realize it, at least. 
Now I know that there must be a whole ocean 
of things going on in my own hospital that 
I should concern myself about. 

“And not only should we concern our- 
selves about our hospitals, but to a greater 
extent we should concern ourselves about 
our trustees. We should interest them in 
such a fashion that they will come gladly 
to the meetings and that they will give us 
their most careful judgments on the intricate 
problems that arise. We must have, all of us, 
one set of ideals throughout all departments. 

“We are now at the beginning of a tremen- 
dous expansion in altruism, and of a keener 
understanding of our duties toward the com- 
munity. The success of the whole project 
lies within ourselves.” 

During the last session of the conference 
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Dr. William D. Haggard, Nashville, especially 
struck home the part which the State Com- 
mittees on Standards must play in the project. 
He said in part: 

“T make final appeal to you, individually, 
that when you go back home you have fre- 
quent meetings of your committees and that 
you present this whole matter to your various 
medical societies, and particularly to the 
members of your governing boards, and to the 
people of your communities. Hospital trus- 
tees are kindly people, but they do not 
actually give the same active and intensive 
interest to the hospital problems with which 
they are charged that they give to their 
individual business. The fault lies largely 
with the profession. The doctors have not 
educated the trustees to their duties. The 
very foundation on which we may hope to 
build success lies in the interest and team- 
work which we create among the hospital 
trustees.”’ 


STATEMENT OF SECRETARY GENERAL 

Because of illness the Secretary General of 
the College, Dr. Franklin Martin, was not 
present at the conference. He sent, however, 
an introductory statement to the conference 
in which he recommended the appointment 
of the General Hospital Committee and made 
other most helpful suggestions. His state- 
ment in part follows: 

“There is nothing insurmountable, in my 
judgment, in the standardization of the 
hospitals of this continent. It is a matter of 
organization; of organization that attacks 
with courageous force the roots of the prob- 
lem and not its branches and twigs. 


“The fundamental elements of this work 
are: first, the patient; second, the doctor who 
treats the patient; third, equipment and 
intelligent administration; fourth, adequate 
nursing facilities; fifth, diagnostic laboratories 
in charge of a practical laboratory man. 
These five fundamentals form the basis of 
the concrete structure which we are to ap- 
proach. 

“Assembled here today are members of 
our State and National Committees. We 
have with us also leading hospital superin- 
tendents. You are men of force, of intel- 
ligence, and of executive ability; you are 
quite capable to formulate a plan of minimum 
efficiency that may be applied to each class of 
hospitals. ‘This is one of the tasks for which 
the Committees of the College were elected, 
and not only one of the tasks, but the para- 
mount one. With our Director and by our- 
selves now this plan is to be developed. At 
the end of one year at least one thousand 
hospitals should be published in their definite 
groups as Class “A”’ hospitals according to 
the standards of the American College of 
Surgeons. We have no compulsory power 
over hospitals that do not enter into the 
program with us. But we have with us the 
strong support of some 4,000 Fellows and the 
force of public opinion because what we want 
is right. 

“Let me say that the standardization of 
hospitals covering a continent can be ac- 
complished only by firmness and by the 
untiring exercisé of the courage of our con- 
victions. Let me urge also that swiftness 
of action inspires confidence and defeats oppo- 
sition.” 


HOSPITAL CONFERENCE IN ABSTRACT 


I. HOSPITALS AS THEY ARE 


In the following pages the papers presented 


at the hospital conference are given in ab- 
stract: 

Dr. Joun A. Hornspy, in his article 
“The Hospital Problem of Today — What 
is it?,” finds that there are in the United 
States 8,667 institutions for the care of the 
sick, having a total of 875,877 beds. These 


are general and special acute disease hos- 
pitals. In New York City there is one 
hospital bed to every 130 of the population; 
in Ohio, taking the state as a whole, there is 
one hospital bed to each 250 of the population, 
while in the state of Texas the proportion is 
as 1 to 450. The total amount of money 
invested in hospital buildings and equipment 
in this country is $1,445,197,500. The per 
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capita cost for the maintenance of a patient 
in the hospitals of this country ranges all 
the way from $1.25 per week up to $7.00. 
The total annual expenditures for hospital 
maintenance amounts to $433,917,057.00.. 

Eleven per cent of the people who were 
sick enough to be under a doctor’s care in 
four counties in the state of New York, 
according to a survey, were in the hospitals 
and about 89 per cent were attended at their 
own homes. 

In the light of pathological, bacteriological 
and the X-ray aids to diagnosis, go per cent 
of the people are deprived of the best ser- 
vices during sickness. 

No hospital can be better than its medical 
staff, and no medical staff has a right to 
expect evaluation of its abilities higher than 
the prima facie evidence at hand in the equip- 
ment and in the methods employed in the 
workshop in which their work is done. We 
all know institutions, elaborate in architec- 
ture, great in size and rich in endowment, 
that are mere boarding houses for the sick; 
and we know that in many of these institu- 
tions the medical staff is mediocre, without 
ambition, energy or enterprise. We all 
likewise know small isolated institutions, 
far out in the country, small in size, poor in 
worldly goods and almost without equip- 
ment or funds with which equipment may 
be bought, whose service to the sick is of ,a 
high scientific order and in which the sick 
man, woman or child may have at his need 
the best that modern medicine offers. 

In perhaps 75 per cent of the hospitals 
in this country, large and small, general and 
special, the record as it is kept today is 
practically valueless. In many of the hos- 
pitals the scientific auxiliaries to diagnosis 
are not employed and medical treatment and 
surgical interference are undertaken after 
the most cursory bed-side examination. The 
only part of the medical record of patients 
in a vast majority of the hospitals is the 
nursing chart. It is rare indeed that we 
find a running, continuous medical story of 
the progress of the case written from day 
to day in the record. There are spasmodic 


attempts in this class of hospitals to make 
and record urinalyses in special cases and 


an occasional record of other laboratory 
examinations is found, but it is not routine 
practice. 

The employment of inexperienced and 
incapable persons in the scientific depart- 
ments, such as the X-ray, pathology and 
dietetics, is a thing which should not be 
tolerated, yet many hospitals are today 
following this plan. It is certainly dishonest 
to the community and to the medical pro- 
fession. 

Nearly all hospitals have the old formulae 
of ‘special diets.” We know, however, 
that most of these special diets are valueless 
and that, in the light of studies in metabolism 
and in the physiology of digestion, they are 
based upon wrong principles and exploded 
theories. Yet we find these special diet 
charts in the serving rooms of nearly all 
hospitals and in many of these they are 
exalted into actual fetishes. On the other 
hand, in some. institutions with well-trained 
dietitians the medical profession fails to 
avail itself of their services. 

It has been the complaint almost through- 
out this country for a decade that the hos- 
pital is a place for the millionaire and for the 
pauper, but that 90 per cent of the popula- 
tion, people in moderate circumstances who 
would refuse charity and cannot afford the 
luxuries of the modern hospital, have been 
without consideration. Those of us who 
have been closely in touch with modern 
hospital practice know that this indictment 
has largely been true. ‘This class of patients 
is coming to realize, however, that the hos- 
pital is not a hotel with the special function 
to administer to dainty luxurious appetites 
for rich and costly foods, but that the plain 
and simple things agree best with sickness 
and agree best with most patients. 

One of the very greatest deficiencies in our 
hospital records and, consequently, one of 
the most important items of hospital and 
health statistics, is the almost total absence 
of follow-up work. Surgery is successful 
only as a permanent cure or as a definite 
preannounced period of relief. Many pa- 
tients get well, apparently, and go back to 
their homes greatly relieved following a sur- 
gical operation, only to have the disease recur 
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after a brief interval of relief. This means 
that measures must be taken by the hospitals 
of this country to follow patients back to 
their homes and to a period of complete 
cure — or to recurrence — before the record 
of the patient can be completed and reported 
for the purposes of literature. 

Dr. Epwarp Martin, in his paper “Re- 
lation of the Hospital to Its Community,” 
states that the modern hospital has advanced 
more rapidly in the past ten years because 
medical efficiency has advanced more rapidly 
in that period of time. 

Hospitals were founded on a broad charity. 
There were communal hospitals and city 
hospitals. The state hospitals were founded 
with approximate indifference to take care 
of those who could not care for themselves. 
Then came the altruistic hospital. There 
were men who strove to make life less miser- 
able for others by giving freely their dollars 
and their efforts toward these hospitals. 
Then came the scientific teaching type of 
hospital. Medical schools found this type 
of hospital very vital for teaching purposes. 
Then followed the purely scientific research 
hospital, a splendid institution. 

When a man graduates from a medical 
school and has an academic degree, he is only 
20 per cent valuable to the community. 
When he gets through a good hospital he is 
of real value. He works and is not diverted. 
There are graduates in hospitals who state 
that the facilities and equipment of the in- 
stitutions with which they are connected 
are poor and inadequate that no one in par- 
ticular cares how the hospital is conducted. 
Such hospitals should either raise their stan- 
dards or should not be tolerated by their 
communities. Such hospitals do harm. 

In Pennsylvania Dr. Baldy succeeded in 
raising the hospital standard through the 
Bureau of Medical Education and Licensure. 
In one week he had accomplished what hos- 
pital staffs had been trying to do for five 
years. Through his influence the hospitals 
put specialists on their staffs, X-ray men, 
laboratory men, etc. His chief weapon to 
force hospitals into line was that unless these 
hospitals accepted a certain standard, they 
could not get resident physicians. 


In the matter of standardization, what is 
the very foundation on which a _ hospital 
rests? The answer is that the hospital is 
for the patient. It is for his smooth con- 
valescence and complete recovery. As a 
means to this end it is most important that 
hospitals be managed by trained super- 
intendents. The first step is to establish 
some school for the training of hospital 
executives. Fundamentally that will be a 
medical education plus a hospital residence- 
ship, and after that intensive training in 
hospital management. The time is ripe for 
it. Another point in the standardization of 
hospitals is the keeping. of a complete set of 
records which give essential data as to the 
care of, patients and the final results of treat- 
ment. 


II. WHAT THE PROFESSION OF MEDICINE 
WANTS IN HOSPITALS 


Dr. Joun Younc Brown on “Hospital 
Organization and Efficiency” says that hos- 
pitals are established for the purpose of 
rendering better service to the sick than they 
can obtain in their homes. The most suc- 
cessful hospital is the one which is conducted 
primarily from the ideal standpoint of the 
best professional service to its patients, and 
not from the business standpoint of hospital 
economics and financial deficit or surplus. 

Many hospital superintendents realize the 
necessity of being able to control fully the 
standard of treatment which patients in 
their institutions should receive. Only a 
few superintendents are today endowed with 
sufficient authority in this matter. Un- 
fortunately, there are too few superintendents 
capable of exercising intelligent and judicious 
supervision in medical matters. 

At the present time the legal restrictions 
in the various states are not sufficient to 
guarantee the proper standards of surgical 
excellence. The hospitals, are in a position 
to refuse to become a party to other than 
competent and skillful work in the handling 
of the unfortunate sick in their charge. 

A position on the board of trustees of a 
hospital is a great public trust. That trust 


must be observed and realized to a greater 
extent. 
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The medical profession should be satisfied 
only when our hospitals are conducted with 
the sole idea of what is best for the patient. 

Since the laity, by the very nature of things, 
expects these obligations to be discharged 
by the hospitals, why should not a properly 
conducted hospital, fulfilling its every ob- 
ligation to the patient, make known to the 
community, through proper channels, its 
position in the matter of incompetent physi- 
cians and surgeons and be rewarded with the 
increasing gratitude and confidence of its 
patients? 

The minimum of responsibility which the 
hospital may rightly assume is that which 
its board of trustees would wish any hos- 
pital to assume towards themselves as pa- 
tients. 

Dr. Francis CARTER Woop in “The 
Hospital Laboratory” states that the stan- 
dardization of hospital laboratories implies 
the standardization of the profession as 
well, and that such a reform invariably meets 
with opposition from the very persons and 
institutions that need it most. The best 
laboratory equipment and staff will be of no 
avail unless cordial support is given to the 
workers by the clinical staff and unless in- 
telligent use is made of the reports furnished. 

The functions of the hospital laboratory 
may be outlined as follows: First, and most 
important, to offer to the attending physi- 
cians and surgeons such information as will 
assist them in caring for their patients in the 
best possible manner; second, to furnish 

* facts which will be of educational value to the 
physician or surgeon himself, his staff of 
interns, professional guests, and students; 
and, third, to advance the arts and sciences 
of medicine and surgery. 

While many hospitals give good service 
as far as staff and nursing are concerned, but 
few of the hospital laboratories in this country 
fulfill all their functions, for reasons which 
are obvious: first, lack of money for labora- 
tory salaries and equipment; second, lack 
of control over patients and difficulty in 
obtaining autopsies; third, scarcity of well- 
trained men to study the patients when the 
latter are available. 

The following headings are discussed: 


1. What is the irreducible minimum of 
laboratory equipment, both in apparatus 
and in personnel, without which the patients 
of the hospital will receive inferior treatment? 

2. What is the mean or average equip- 
ment for a good hospital of two hundred 
beds? 

3. What is the ideal? 

Under the third heading the author states 
that the ideal institution should have facilities 
for observation and investigation of patients 
in collaboration with the clinical staff which 
must be possible to the workers of the labo- 
ratory if the highest achievement is to be 
reached. The pathologist himself should 
be a full time man, of high research ability 
and, if possible, with some teaching connec- 
tions which will, without absorbing too much 
of his time, keep him in touch with students 
and members of a university staff. He 
should rank in the hospital as an attending 
physician in order that he may have sufficient 
authority over the interns and nurses to 
obtain such specimens as the study of a case 
may require. He should have ward privileges 
so that he may have a bed or two for metab- 
olism work. One of his assistants should 


-be an assistant attending physician to the 


hospital, the other an assistant attending 
surgeon, and both should be on one of the 
regular services so that they have full access 
to the patients in the wards. This brings 
the wards to the laboratory and the laboratory 
to the wards; it trains two men who will be 
ready after four or five years to step into 
responsible clinical positions with far better 
knowledge of medicine and surgery than the 
average hospital graduate. The opportunity 
of seeing the patients stimulates interest 
in the laboratory work, and the patients are 
helped because the laboratory work is better 
done. 

The secret of successful research is not in 
money or buildings. No great work is ever 
done in research except by a great man, and 
the American method of assuming that a 
large income will produce valuable scientific 
returns is not wholly warranted. 

Dr. E. A. Copman in his article ‘‘The 
Value of Case Records in Hospitals” gives 
the following: 
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Every time treatment, whether operative, 
mechanical, or medicinal, is given, an experi- 
ment is performed. It is no less an experi- 
ment because it is made on the human sub- 
ject. In every experimental science, records 
are made of each trial, giving all necessary 
details and especially noting the result. 
Singularly enough, in these human experi- 
ments it is not usual to make special effort to 
see that the results are systematically re- 
corded, even though the details of the opera- 
tions or treatments may be written down in 
the clinical records. If we were using dogs 
in the numbers that we are human beings, 
there would be a great cry raised against our 
brutality for causing needless suffering. The 
truth should be recorded even if expediency 
keeps the records under lock and key. 

Case records are made for four purposes: 
first, for scientific purposes; second, for prac- 
tical purposes; third, for medicolegal purposes, 
and, fourth, to form a basis for study to in- 
crease the efficiency of the hospital. 

It is a singular fact that the last idea is a 
relatively new one. Heretofore trustees have 
been content to know that their patients have 
been treated and cared for. 

In hospital organization we may profit by 
the teachings of the modern science of 
efficiency engineering. 

The important facts under the eight head- 
ings which follow should be known about 
each case in all hospitals: 

1. A permanent address of some relative 
or friend who would forward mail a year or 
more later. 

2. The symptoms or condition for which 
relief was sought. 

3. The diagnosis accepted as a basis for 
treatment by the person responsible for or 
giving the treatment. 

4. The name of the person who took the 
responsibility of treating the patient or the 
names of those to whom he delegated impor- 
tant steps in the treatment. 

5. The important points in the method of 
treatment, whether operative or otherwise. 

6. The complications which resulted from, 
during or after treatment. 

7. The final diagnoses at discharge, authori- 
tatively O. K.d for index filing. 


8. The result, when time has elapsed for 
this to be determined, or a brief annual state- 
ment of the patient’s condition. 

Dr. ALLEN B. KANAVEL in writing of 
“The Educational Responsibility of the 
Hospital to the Profession and to the Com- 
munity” has this to say: 

The educational functions of a hospital 
may be grouped in four divisions, first, as to 
interns; second, as to the staff; third, as to 
the profession at large; and, fourth, as to the 
community. 

A hospital should teach its interns, first, 
medical knowledge; second, ideals; third, 
thoroughness; fourth, imagination. It is 
the duty of the staff and hospital authorities 
to cultivate all of these. 

In this material age care should be exercised 
to choose a staff wisely. Hospital trustees 
should realize that the possession of a large 
practice is not necessarily the badge of 
efficiency in the profession and that if they 
choose their staff on the basis of income to the 
hospital, they may soon awake to a realization 
that the standard has been so lowered that 
it has lost the confidence of the profession 
and of the community. With the general 
diffusion of medical knowledge, the laity is 
rapidly learning to demand thorough training 
of the physician. 

Every hospital staff should demand and 
every hospital furnish all known equipment 
for diagnosis and scientific work. As a pro- 
tection to themselves, hospital trustees should 
urge postmortems for all patients dying in 
the hospital, and the staffs should have the 
scientific honesty to support the demand. 

All hospitals would be better for some 
university supervision and would certainly 
develop a higher function if they acted as the 
teaching center for their communities. This 
would raise the standard of the hospital, 


center professional life about it, and develop 


the profession as a whole. 

The public has unstinted praise for knowl- 
edge and in proportion as our profession 
demonstrates a real scientific spirit, the moral 
and material support of the community may 
be expected. The laity must be taught by 
lectures and demonstrations under proper 
auspices. To win the confidence of the 
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public, the staffs and the trustees of the hos- 
pitals must have the right ideals in medicine. 
Efficiency of the one and service divorced 
from material advantage on the part of the 
other must be our ideals. Dividends must 
be sought in scientific knowledge, in the 
cure of disease, and in the amelioration of 
human suffering, rather than in dollars and 
cents. But let no one doubt the latter will 
follow inevitably in the train of the former. 
Miss ANNIE W. GoopRICcH in speaking of 
The Trained Nurse” says: The most im- 
portant questions for consideration today 
are: first, what is the function of the nurse? 
And, second, what content of education will 
equip her to fulfill this function? 

The nurse is a remedial agent whose ser- 
vices calling her to all classes of society at 
frequent intervals and in intimate and pro- 
longed association, is thereby afforded an 
almost unlimited opportunity for health 
education which is the keynote of preventive 
medicine. 

We are quite familiar with all the argu- 
ments relating to the impossibility of in- 
cluding in a three years’ course all of the 
sciences required for a sound educational 
foundation and all of the specialties a knowl- 
edge of which would, of course, be desirable. 
The scientific foundation should not be left 
for these three years. Students should not 
be permitted to enter schools of nursing. who 
have not completed the course in a secondary 
school or a recognized equivalent. Both 
in the secondary schools and in the colleges 
are courses in the sciences which might well 
be considered necessary to demand for the 
would-be student in nursing. 

The era of the ‘rained nurse is drawing to a 
close. She will appear in the near future only 
in the history of the rise and fall of the ap- 
prentice system; but if history presents a 
faithful portrait, she will be found there as an 
outstanding example of the value of a close 
relation between the student and the practice 
field. Despite many opinions to the con- 
trary, a proper division of the three years 
and a careful study and provision of the 
number of cases per student that will provide 
a sufficient body of experience in the branches 
determined to be essential will make possible 


cor 


the inclusion of all the important services 
in the nurse’s experience not, however, to 
the extent of preparing her for specialization. 
But the inclusion of these services will 
necessitate the requirement of courses in 
certain sciences already obtainable in high 
schools before admission to the school of nurs- 
ing, and the elimination of household duties, 
the required experience in which could also be 
provided through a pre-vocational course. 

What shall be deemed the essential branches 
must be determined by a study of the needs 
of the community, not by the branches found 
in any given institution. 

A survey of the hospitals maintaining 
schools of nursing of any state presents the 
majority dealing mainly with surgery and 
with an ever-increasing private patients’ 
service. It also presents a number of special 
hospitals giving two or three years in their 
specialty. Because two-thirds of the service 
of an institution is surgical is no reason two- 
thirds of the student’s time should be given 
to that service. 

The author recommends that an investiga- 
tion should be conducted of all training 
schools, with the following result: 

a. Exact knowledge of the wide variations 
in curricula and practical work. 

‘b. Definite knowledge of cost of education 
and saving to hospitals by utilization of pupil 
nurses. 

c. Practical program for changes in present 
method of education, including: 

1. Separation of school from hospital, 
graduates of schools having choice of hos- 
pitals according to merit at graduation. 

2. Relief of nurses from maids’ work in 
hospitals, which would improve the character 
of the hospital nursing. 

3. Teaching of pupils by graduates paid 
for the purpose. 

4. Shortening of hours of labor for nurses 
in hospitals. 

5. Raising the standard of nursing, at- 
tracting more students of a better class. 

6. Diminishing the number of schools by 
amalgamating many existing ones. 

7. Diminishing cost of instruction by such 
consolidation. 

8. Improving physical condition of nurses. 
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III. WAYS AND MEANS TOWARD ACTION 

Mr. Asa S. BAcon, on behalf of the 
American Hospital Association, presented 
a paper in which he outlined in the form of a 
questionnaire certain hospital data as the 
basis for standardization. This question- 
naire, revised in the light of the discussion 
which followed its presentation and later by 
the General Hospital Committee, will be 
printed by the College as a separate pamphlet. 

FATHER C. J. Movurtnier, “On Behalf 
of the Catholic Hospital Association,” stated: 

You are endeavoring to standardize hos- 
pitals. But hospitals are only one phase of 
the whole subject involved. You will never 
standardize hospitals, unify and systematize 
them except by unifying and systematizing 
the art of medicine, the healing art. To 
systematize, standardize, unify, and make 
coéperative an art is a rather new thing in 
life. Art by its very nature is individual. 
It partakes of personal impulse and thought 
and imagination, and yet in an art like medi- 
cine, the healing art, the art that aims to do 
for the human race what it most needs — 
prevent, alleviate, cure disease—is un- 
questionably something that must be stan- 
dardized in the sense of being unified, sys- 
tematized. We can think alike about phys- 
ics, chemistry, and mechanics because the 
laws here are fixed and definite; we can think 
alike in regard to some of the fundamental 
laws of biology because they are well settled; 
but to think alike as to how to apply that 
great complex of laws called the science of 
medicine to the prevention, alleviation, and 
cure of disease is a great big task which will, 
in its final accomplishment, reach away into 
the distant years. 

There will never be an effective systematiza- 
tion, unification or standardization of hos- 
pitals until the public begins to think as the 
doctors think, in broad outlines, and until 


the public begins to think as the doctors. 


think, the full personnel of hospitals will not 
think that way effectively. In order to make 
all think alike, the people must be told clearly 
and concisely that so and so must be done 
in order to make this small or this great 
hospital what it should be. 

This education must reach into the nursing 


schools, into the sisterhoods, into the high 
schools and colleges because, naturally, all 
of them are interested in this advancing 
movement and all feel the truth and the 
force that is back of the truth. 

Dr. E. P. Lyon, “On Behalf of Medical 
Schools,” states that the medical school has 
four primary interests in hospitals from the 
standpoint of teaching: (1) for the training 
of nurses; (2) for the training of under- 
graduate medical students; (3) for the train- 
ing of internes; and (4) for the training of 
graduate students or specialists. Besides 
these there is the interest of research, which 
is as much a function of a university as 
teaching. Finally, there is the interest which 
the medical school as a quasi public institution 
and standardizing agency should have in 
medical practice as a whole. 

Hospital standardization like medical school 
standardization is primarily, even go per cent, 
a problem of the staff. 

If the staffs of hospitals accepted seriously 
their educational responsibilities, the fifth 
or interne year could be made a universal 
requirement for the M.D. degree. 

The first and fundamental change required 
before hospitals can be standardized is a 
recognition on the part of the staff of their 
educational responsibilities. 

The medical school, interested in educa- 
tion and research, cannot look upon the 
laboratory as accessory and secondary. It 
must be coérdinate with the other depart- 
ments. It must have equal quarters, equal 
equipment, equally trained men in charge. 
The interne as a student (not as a servant) 
must have access to laboratory facilities. 
He should do the standard routine laboratory 
work on his cases all the time. 

What should be the relation of the interne 
to the patients? From the medical school 
standpoint, the patient is the material the 
student studies. If you shut up the patient 
in a private room and tell the intern to keep 
out, you are turning that intern out of school. 
Even in private hospitals it is possible to 
give interns access to all of the cases. The 
tactful staff man has no difficulty in doing 
this. Only the self-confessed incompetent 
will object when he recognizes his teaching 
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obligation to the interne. The medical school 
cannot approve an internship for fifth year 
credit in a hospital where any other condition 
prevails. 

From the standpoint of the medical school, 
a good autopsy service is indispensable. 

The hospital should have an up-to-date 
library. Every hospital should also have 
working arrangements with a medical school 


library or some other great collection by 
which books can be had on loan. 

Hospital records are the basis alike of good 
teaching, of all research founded on numbers 
and averages—the statistical method — 
and finally of the best work for the individual 
patient. The clinical just as the laboratory 
scientist must stand or fall on the written 
evidence of his work. 
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HOSPITAL STANDARDIZATION 


HE questionnaire of the American 

College of Surgeons, prepared as the 

beginning of hospital standardization, 
is now in possession of the hospitals of the 
United States and of Canada. The purpose 
of the questionnaire is to provide information 
about actual hospital conditions upon which 
a practical minimum standard may wisely 
be determined. That minimum standard 
will then become a sort of measuring stick 
for the classification of hospitals. In this 
connection some fundamental matters are 
here considered: 

First, the project of standardization under- 
taken by the College does not limit itself to 
surgery, although it is natural to assume a 
primary interest in surgery on the part of the 
College. The project is broader than surgery. 
It deals with the whole sum of things which 
serve the needs of the patient. It is directed, 
therefore, not only to surgeons, but also to 


the medical profession and to the public. It 


is nothing less than a conquest of efficiency 
in the care of those who are ill, a conquest of 
discipline, of team-work, of right, and of 
honor. It calls for the co-operation of all who 
desire to see the conquest win. 

But the moment we enter upon such a 
conquest we find that we can never separate 
our efforts from the temper of the days in 
which we live. It happens that in these 
days we are in the midst of fresh analyses of 
liberty and of freedom. It happens that 
since the beginning of the war the worth of 
medical science has taken new hold upon the 
public. The right to health has become a 


fundamental of our civilization just as is 
the right to life. Medical service is no longer 
conceived of as a luxury chiefly for those 
able to pay for it. It is a common benefit 
provided by society for all. These facts bear 
upon hospital standardization, for hospital 
standardization means the standardization 
and unification of the medical profession; 
it means the standardization of the right to 
health. The whole problem is vital to society 
just as the privileges of liberty are vital to it. 

Now what does this mean? It means that 
no faction, clique, sect, or narrow society 
may rightly presume to standardize hospitals. 
That work is of universal concern. It means 
that hospital standardization is the business 
of the American College of Surgeons, of the 
American Medical Association, of the Amer- 
ican Hospital Association, of the Catholic 
Hospital Association, of all medical and related 
societies, of boards of health, and of hospital 
trustees who are the representatives of the 
public in the matter. It means that all of the 
folk of all of these groups must unite with 
seriousness of purpose and clearness of vision 
as to what they want. It means that in so far 
as the American College of Surgeons is con- 
cerned in its leadership in this field, it must be 
not merely a society of surgeons for surgeons; 
its object must be to make direct for all things 
which serve the needs of patients. That is 
exactly the work which the College has set for 
itself. That is the conception which holds the 
Fellows of the College together in bonds of 
loyalty and in bonds of honest service. A 
motive of this kind today is known as medi- 
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cal patriotism. On this ground only does the 
College ask co-operation. 

Emphasis of the breadth of view of the 
College at this time is of great importance. 
In effect the College says to internists, to 
specialists, to laboratory workers, to hospital 
trustees and hospital superintendents as 
well as to its Fellows: 

‘Our work is to keep people well, to over- 
come disease in the swiftest way known to 
medical science and at as low a cost as most 
efficient business methods permit. This is 
work which we willingly accepted. Having 
accepted it, we must dedicate ourselves to 
it. We must be sober, industrious, wise, and 
unselfish; we must unite in a great aim, 
determine what the work is to do and go to 

PURPOSE OF QUESTIONNAIRE 

To turn, now, to the purpose of the ques- 
tionnaire: If the College is to classify hos- 
pitals from the viewpoint of the patient, then 
it must obtain some definite measure of the 
success of hospitals from the patient’s angle. 
It must determine upon a minimum stan- 
dard of equipment, of organization, and of 
professional procedure, and with this standard 
as a gauge proceed to classify hospitals. 

But what sort of a standard is to be set 
up? To answer this question is to explain 
the policy of the Regents of the College which 
after much thought and counsel they have 
adopted. That policy is this: The minimum 
standard must be high enough to safeguard 
the interests of the patient and low enough 
to be at least within the reach of the majority 
of hospitals whose motives are creditable. 
The limits of such a standard cannot wisely 
be determined upon until a thorough analysis 
of hospital conditions, such as will be pro- 
vided through the questionnaire, is at hand. 

Obviously the standard now attained by 
some great hospitals with large endowment, 
research laboratories, and staffs of specialists 
is out of the reach of many small worthy 
institutions. At the other extreme is the 
standard of some hospitals, both large and 
small, which means in effect that the institu- 
tions are merely boarding houses and that 
they are unworthy of the confidence and 
support of their respective communities. The 


College seeks a standard which lies between 
these extremes. It seeks to define what right 
conditions are for patients in terms of thor- 
oughness of diagnoses with due laboratory 
facilities; of the continuity of the service of 
competent physicians and surgeons respon- 
sible for the treatment of patients; of the keep- 
ing of accurate case-records with follow-up 
of results; of cleanliness, etc. In general, 
failure on the part of the hospital to meet 
the minimum standard will be due to lack of 


effort and of organization rather than to 


lack of financial resources. The question- 
naire is the means employed by the College 
in order that with adequate knowledge of 
hospital conditions it may define the minimum 
standard in accordance with the policy just 
stated. 

To this policy another point may be 
added: Neither at this time nor at any time 
can the service of a hospital be reduced to 
something positive, hard, and fast. Such 
service is a set of dissolving views which 
forever change both with the advance of 
medical science and with the changing aspects 
of our social relations. It is an evolution. 
The plan is to start with a standard within 
the grasp at least of the majority of hospitals 
and then, later, to advance the standard as 
may seem wise. 


WHAT FACTS ARE WANTED? 


What facts does the College want from 
hospitals? 

In answering this question the College 
wishes to emphasize that it seeks no informa- 
tion which may be merely interesting rather 
than directly useful to its purpose. The 
College is not inquisitive. It has endeavored 
to ask only for such facts as hospitals, con- 
ceiving themselves broadly as public institu- 
tions, are glad to give to responsible and 
interested parties. 

Here follows briefly a review of the ques- 
tions asked: In the matter of organization 
and control the College wants to know 
whether or not the hospital is incorporated. 

Under financial data and accounting the 
figures are desired for the total earnings from 
the operation of the hospital and for the total 
operating expenditures of the hospital ex- 
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clusive of the out-patient department in order 
that comparable figures may be had of the 
cost per patient per day in hospitals. Such 
figures are not of the value usually credited 
to them because of the different social con- 
ditions and costs of commodities in various 
parts of the country. On the other hand, 
they do represent at least partial conclusions 
as to efficient management which are of value 
for the consideration of every hospital. 

Under capacity and scope the classifica- 
tions of patients admissable to hospitals for 
treatment or care are asked; also the limita- 
tions placed upon the admission of patients 
due to race. The number of patients for the 
year in free ward beds, in part-pay beds, and 
in full-pay beds is asked. 

Under the hospital staff the following 
questions are included: Is staff “open” or 
“closed”? Have doctors other than staff 
members the privileges of the wards? Of 
private rooms? Are physicians and surgeons 
who divide fees permitted to practice in hos- 
pital? Have the trustees or governing author- 
ity taken action with regard to practice of 
secret division of fees in hospital? 


The questions with regard to the secret’ 


division of fees are significant. The evil of 
the practice is so widely recognized that any 
emphasis with regard to it seems unnecessary. 
The practice is prohibited by law in Kansas, 
Nebraska, Iowa, Minnesota, Wisconsin, Ohio, 
Alabama, West Virginia, Tennessee, and 
Colorado. Certainly no hospital has a right 
to claim the good will or the support of its 
community if it harbors the buying and selling 
of patients in its care. From the beginning 
the College has stood unalterably against the 
division of fees. It has pointed out that the 
evils of the practice are, first, incompetent 
medical and surgical service; second, unneces- 
sary surgical operations; and, third, the lower- 
ing of the whole profession into dishonesty. 
The College includes a secret profit on eye- 
glasses and appliances in the division of fees. 
In the final standard for Class A the College 
will ask each hospital to join with it against 
the practice. How long would any hospital 
last in an intelligent community which openly 
stood for fee-splitting? 

In the matter of clinical laboratories a 


complete outline is desired of the field for 
which the laboratories are adequately 
equipped. Special emphasis is placed upon 
the making of autopsy reports. By general 
consent today the making of such reports is 
considered one of the strongest influences to 
put an end to unnecessary operations. In 
this connection the College asks the following 
questions: Number of deaths in hospital in 
last year? Number of autopsies made during 
same period? Are complete autopsy reports 
filed with the respective case-records? Whose 
duty is it to obtain consent for autopsies? 
Does the pathologist meet with the staff to 
review the clinical history in relation to 
autopsy findings? What arguments are used 
to obtain consent for autopsies? 

The College desires to know the extent to 
which case-records are kept in each hospital 
and the extent to which these records are 


‘followed up. A significant question here is: 


Are patients told before leaving hospital that 
their subsequent medical history will be asked 
for? Also these questions are asked: Do the 
case-records as kept by the hospital include 
a record of the personal history of the patient 
relevant to the complaint; the diagnosis on 
which the treatment was based; the labor- 
atory findings; the operation or treatment; 
the post-operative diagnosis; the complica- 
tions of convalescence? 

When it comes to the clinical departments 
these questions are significant. Are clean 
and septic operations conducted in same 
operating room? Are diagnoses of surgical 
patients posted in operating room in advance 
of operation? Are findings at operation 
recorded immediately after operation? 

Nearly two pages of questions relate to 
the opportunities afforded to interns. By 
these questions the College seeks definitely 
to know whether or not the hospital offers 
reasonable facilities for the training of interns. 


The information sought here will be alike 


helpful to hospitals and to recent medical 
graduates who seek internships. 


THE BUSINESS OF THE COLLEGE IN 
STANDARDIZATION 
Although the facts are well known to the 
Fellows of the College, some word here may 
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be of interest as to why the College entered 
the field of hospital standardization. 

This, briefly, is the reason: The College is 
a responsible society of about 4,000 surgeons. 
It aims to include in its Fellowship all who 
possess practical scientific knowledge of 
medicine and surgery together with honor, 
trustworthiness, and strong moral character. 
To determine upon the fitness of candidates 
for Fellowship is a grave problem which 
involves an estimate of the candidate’s 


training in the medical school and in the’ 


hospital as intern and assistant. ‘The problem 
is further complicated by the fact that among 
hospitals there is wide discrepancy in the 
educational opportunities offered; there is 


confusion as to the value of all phases of 
these opportunities even among hospitals of 
like or comparable equipment. 

The Regents of the College must therefore 
answer two questions: First, what are the 
actual standards in the practice of medicine 
and surgery among hospitals? Second, what 
is an acceptable standard in the practice of 
medicine and surgery among hospitals? This 
second question involves the larger question 
as to whether the standards among our best 
hospitals are too good for the humblest 
patients anywhere on this continent? The 
Regents, therefore, take up hospital stan- 
dardization as an_ obligation of their 
trust. 
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ADMISSION TO FELLOWSHIP 


EVISED requirements for admission to 
R Fellowship in the American College of 
Surgeons have just been issued by the 
College. This pamphlet isa revision of Bulletin 
No. 1 and contains some changes over the 
original bulletin which have grown out of the 
experience of the College during the past four 
years. Explanation of the more important 
of these changes is given here in the Journal. 
But the interesting feature of this new bulletin 
really lies in things not explicitly written in 
it and this feature, therefore, is here first 
emphasized. 

The requirements for admission to Fellow- 
ship in the College are a clear-cut standard 
in surgery which has to do both with scientific 
attainments and with character. That stan- 
dard has proved itself to be workable and 
practicable. It is a test of surgical efficiency 
and as such reaches to the very roots of the 
profession. It is one of the forces today which 
makes for the standardization of the pro- 
fession. The fact is that surgery can not be 
far disengaged from general medicine. Medi- 
cine is a single science. Every doctor is in 
some measure a surgeon; and if surgery or any 
branch of the science of medicine makes 
progress, the effect is to draw with it all 
other divisions of the science. 

But the advance of surgery, as indicated 
by the regulations of the College, is still 
further related to the standardization of the 
profession. It is linked with and inseparable 
from the standardization of hospitals, which 


is very direct standardization of the profes- — 


sion. And, still more important, it is in- 
separable from the greatest of all standardiza- 
ing agencies which, in these rugged times, 
are the offices of the Surgeons General in 
Washington where the medical activity of 
the Army, of the Navy, and of the Bureau of 
Public Health is controlled. From these 


centers, with speed never before approached 
in the history of medicine, has come stan- 
dardization of medicine and surgery and of 
all that makes for health. Standardization 
of case records, of physical examinations, of 
laboratory routine, of medical and surgical 
procedures, of sanitary measures, standardiza- 
tion which is the straightest thinking of the 
strongest’ minds in the profession, have all 
found quick application in our vast military 
service. The war has cut us loose from medi- 
cal limitations of the past to which we can 
never go back. 

This momentum of the government toward 
medical efficiency has not perhaps reached 
the folk in the far lanes of the country. But 
that it will reach these people in the near 
future and all the rest of us, no one can doubt. 
With millions of men trained in govern- 
ment service, which service includes insight 
into modern medical efficiency, we need not 
expect these men on their return home to 
accept a lower standard of medicine for 
themselves, for their families, or for their 
friends. They will demand and have stan- 
dardization. 

But when the soldiers return to their homes, 
what reliable standard in medical matters 
will they have? Naturally, they will ask the 
profession itself first for its credentials. What 
credentials does the profession have? The 
“polite fiction” that a medical diploma and a 
license to practice medicine are evidence of 
fitness is not enough. But the profession itself 
is quite capable of producing satisfactory 
credentials. It can itself set up a standard 
and enforce that standard without fear; 
and that is exactly what the profession has 
done through the American College of 
Surgeons in so far as the specialties of surgery 
are concerned. The College is the standard- 
ization of surgery. Its requirements for 
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admission to Fellowship are not only a 
standard of surgery recognized throughout 
this continent by the profession, but they 
constitute also a standard which with in- 
creasing rapidity the general public accepts. 
The standard of the College is, further, 
accessible to the public because the College 
publishes annually a year-book in which are 
listed the names of those surgeons who are 
qualified. This year-book is distributed to 
the Fellows of the College, to hospitals, 
libraries, clubs, etc. It is a directory of 
surgeons of the United States and Canada who 
are competent. 

The College as a factor in the medical 
profession has now passed through its period 
of trial. The responsibility that it be fearless 
and just in its administration daily in- 
creases. It says in effect to all specialists in 
surgery: ‘‘We want you with us. But we ask 
your initiative in making application for 
Fellowship; and we ask evidence also that 
you are honestly qualified for Fellowship.” 
Application blanks may be had on request 
from the College. 

The College greatly appreciates suggestions 
from its Fellows, from other doctors, and 
from hospital superintendents as to names 
of surgeons who are considered right material 
for Fellowship. Especially the College de- 
sires the names of surgeons who were grad- 
uated less than eight years ago and who are 
therefore at this time not eligible to Fellow- 
ship. It desires to keep in touch with the 
careers of these men and from time to time 
to send them bulletins of the College which 
have to do with the progress of surgery. 


CREDENTIALS IN OPHTHALMOLOGY 

One important change in the requirements 
for admission to Fellowship affects the opthal- 
mologists. This change is stated in Article 1o. 
As explained later in these pages, case records 
offer an effective check upon the qualifications 
of a candidate in general surgery. But as a 
test of the surgical judgment and of the 
training of eye specialists, the case records 
have proved of less value. In co-operation, 
therefore, with the American Board for 
Ophthalmic Examinations the new plan is 
worked out. In this period of trial for the 


new requirements the American Board and 
the Ophthalmic Credentials Committee of 
the College are one and the same body. The 
personnel of the committee is Dr. Edward 
Jackson, Denver; Dr. Frank C. Todd, 
Minneapolis; Dr. William H. Wilder, Chicago; 
Dr. Edward C. Ellett, Memphis; Dr. Walter 
B. Lancaster, Boston; Dr. Hiram Woods, 
Baltimore, and Dr. Myles Standish, Boston; 
Dr. John E. Weeks, New York. 


REQUIREMENTS FOR ADMISSION TO FELLOWSHIP 


1. The candidate shall be a graduate of 
medicine, licensed to practice medicine in his 
respective state or province, or accepted as a 
medical officer in the service of his country. 

2. To be eligible for Fellowship without 
technical examination the candidate shall be 
a graduate of a medical school approved by 
the American College of Surgeons. If the 
candidate’s school of graduation is not 
accredited by the American College of 
Surgeons, he may be required to pass a 
technical examination in one or all subjects of 
the medical curriculum. 

3. The candidate shall give evidence that 
he has served at least one year as an interne 
in a creditable hospital and two years as a 
surgical assistant, or he shall give evidence of 
an apprenticeship of equivalent value. Five 
to eight years after graduation in medicine, 
devoted to special training and to practice, 
are normally the time-requirement for eligi- 
bility to Fellowship. Due importance is 
attached to laboratory and research work. 

4. The ethical fitness and integrity of the 
candidate and his professional attainments 
shall be passed upon by the Credentials 
Committee of his state or province before 
he is entitled to take the examinations for 
admission to Fellowship, as hereinafter de- 
scribed. To aid the Committees in this work 
the Fellows of the College are asked from 
time to time for definite and impersonal re- 
ports concerning candidates in their respective 
states and provinces. 

5. The professional activity of the candi- 
date shall be limited to the study, diagnosis, 
and operative work in such specialty or 
specialties of surgery as the candidate may 
himself designate, as follows: First, if the 
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candidate resides in a city of less than fifty 
thousand inhabitants, at least fifty per cent 
of his professional activity shall be limited 
to the study, diagnosis, and operative work 
in such specialty or specialties as stated. 
Second, in cities of over fifty thousand in- 
habitants, at least eighty per cent of the 
professional activity of the candidate shall 
be so limited. 

6. The candidate shall make formal appli- 
cation for Fellowship. Blank forms for this 
purpose may be had, upon request, from the 
Secretary General of the College. 

7. In making application for Fellowship 
the candidate shall sign a declaration which 
reads as follows: 

“T hereby promise upon my honor as a 
gentleman that I will not, so long as I am a 
Fellow of the American College of Surgeons, 
practice division of fees in any form; neither 
by collecting fees for others referring patients 
to me; nor by permitting them to collect my 
fees for me; nor will I make joint fees with 
physicians or surgeons referring patients to 
me for operation or consultation; neither will 
I in any way, directly or indirectly, compen- 
sate any one referring patients to me; nor 
will I utilize any man as an assistant as a 
subterfuge for this purpose.” 

8. Surgeons widely recognized by the pro- 
fession as leaders of progress and exponents of 
finished technique, by a unanimous vote of 
the Board of Regents, may be admitted to 
Fellowship on recommendation of the Com- 
mittee on Examinations. Personal candida- 
ture for Fellowship on this basis, however, is 
not entertained. All candidates for Fellow- 
ship are requested to make formal application 
as described under Articles 6 and 7. 

9. The examination in the art and tech- 
nique of surgery, consists of, first, fifty com- 
plete case records to be submitted by the 
candidate of major work performed by him- 
self; second, fifty case records in brief ab- 
stract of major work for which he was re- 
sponsible or-in which he acted as assistant. 
For requirements in ophthalmology see 
Article 10. 

In order that this requirement be more 
explicit, the College has prepared a series of 
record forms which indicate, in a general man- 


ner, the data desired in so far as they are 
applicable to each case, and the form within 
reasonable limits in which these data should 
be submitted. 

The essential data for the fifty complete 
case records are the identification of the case 
by number—the name need not be given; 
date of operation; personal history relevant 
to complaint; diagnosis on which operation 
was based; operative record, findings at 
operation, and technique; laboratory and 
physical findings; postoperative diagnosis; 
complications of convalescence; follow-up 
record in so far as available. A summary of 
each case, as explained later. is also desired. 
The essential data for the fifty case records 
in abstract are the identification of the case 
by number; date of operation; and_ brief 
statement of operation, 

10. In addition to the general requirements 
for admission to Fellowship (except Article 9), 
the examinations in ophthalmology consists 
of, first, case records; second, written exam- 
inations; and, third, clinical laboratory and 
oral examinations, or so much thereof as may 
be judged necessary: 

a. Candidates in ophthalmology are re- 
quired to submit twenty-five complete case 
records in accordance with Article 9. Ten of 
these records should be of cases of ocular dis- 
eases and defects of varied character, in- 
cluding errors of refraction or muscle balance; 
external ocular diseases or diseases of the 
uveal tract or retina, or of the optic nerve, or 
glaucoma. The reports should show especially 
the reasons for the diagnosis and for the 
operative treatment, and the technique of 
operations. 

b. The written examination will test the 
candidate’s knowledge of the underlying 
principles or science of ophthalmology, in- 
cluding anatomy, embryology, physiology, 
physiologic optics, pathology, relations of the 
eye to other organs and diseases of the body. 

c. The oral examination will include: 

1. The external examination of the eye. 

2. Ophthalmoscopy. (Candidates are re- 
quested to bring their own ophthalmoscopes.) 
3. Measurements of errors of refraction. 

4. Testing of the ocular movements and 
fields of vision. 
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SUMMARY CARD 
Name Address Case No. 
Age Date of Date of Date of S M W Re- 
adm. op. dis. yrs. yrs. entry 


Physician’s name 


Address 


Permanent friend’s name 


Operation or treatment: important points 


Address. 


Came for relief of 


Diagnosis on which treatment was based 


Complications of convalescence 


Pathologic report 


Surgeon or physician responsible for treatment 


Postoperative or final diagnosis 


Anesthetist and form of anesthesia 


5. Relations of ocular conditions to dis- 
eases of other parts of the body, and their 
treatment. 

6. Laboratory examination in histology, 
pathology, and bacteriology of the eye. 

d. The time and place of examination will 
be determined from time to time by the Oph- 
thalmic Credentials Committee. 

11. The Regents of the College reserve the 
right to alter from time to time regulations 
respecting the admission of Fellows to the 
College as they may deem proper. 


CASE RECORDS AND SUMMARY CARD 


In further explanation of the case records 
the College states that these records, if 
properly kept, provide straightforward, truth- 
ful, and readily accessible answers to these 
questions: What was the matter with the 
patient? What did the doctor do to him? 


What was the result? The College is especial- 
ly interested in the thoroughness of the diag- 
nosis and the judgment and skill of the 
surgeon in treating cases as evidenced by the 
records. 

In general, the purposes assigned for the 
keeping of case records are, first, their value 
in medical science; second, their value in the 
practical care of patients; and, third, their 
medico-legal value. In addition to these pur- 
poses, as already stated, the case records 
serve as an efficiency test in the care of 
patients; and it is this purpose in which, in 
the admission of Fellows, the College is 
interested. Obviously each surgeon should 
undertake to care only for such Cases as he is 
qualified by equipment and training to treat, 
except under circumstances of emergency. 
By frequent review of end-results each sur- 
geon should determine whether or not his 
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cases are successfully treated, and if not, why 
not. Case records are the basis for such 
critical reviews. 

But the case records, although accurately 
kept, are frequently not available for review 
because the important information in them 
for this purpose is lost in other details. It is 
recommended, therefore, that leading facts in 
each case be recorded upon a summary card. 
Such a summary card is here suggested. 
For convenience the card should be about 
5 by 8 inches. 

For the details of this card, and for insist- 
ence upon its value in medical and surgical 
efficiency, the College is indebted to Dr. E. 
A. Codman of Boston. Some explanation of 
headings of the card is here given. 

‘Diagnosis on which treatment was based.” 
A physician or surgeon who treats a patient 
should be willing to state what pathologic 
condition he believes he is treating. Both 
the profession and the public realize that in 
clinical work it is often impossible to be cer- 
tain that the working diagnosis is correct. 
With the best of equipment and of medical 
knowledge diagnoses are frequently incor- 
rect in some details, but when a doctor ac- 
cepts the responsibility of treatment he is, 
in fairness to the profession and to his pa- 
tient, under obligation to state what he 
believes is the cause of the illness for which 
the patient seeks relief. If the cause of the 
illness cannot be determined, the physician 
or surgeon responsible should at least state 
that fact. 

“Physician or surgeon responsible for 
treatment.” If one physician or surgeon only 
is concerned in a case, it is clear that he is 
responsible. But in modern hospital practice 
it frequently happens that the responsibility 
is divided among many individuals. The 
profession is agreed, however, that in a prop- 
erly conducted hospital either the chief of the 
service or one of his subordinates should hold 
the same position of responsibility toward the 
patient as does his family physician. When 


the responsibility is multiple, a physician or 
surgeon should be assigned to the patient who 
sees him through the care of other specialists, 
and the name of this physician or surgeon 
should be entered upon the case-record. 

“Important points of operation or of treat- 
ment.”’ Under this heading the physician or 
surgeon responsible should note only the 
essential points. He should write down the 
points which he may wish to know a year 
later if the patient returns to report his con- 
dition. If the operation or treatment is very 
complicated, notation may be “‘a difficult, 
complicated operation described in detail in 
main record.” 

“Complications of convalescence.” This 
heading is most important for efficiency 
studies. If the word “none” follows the 
heading, it means that there were literally no 
complications such as_ sepsis, bronchitis, 
cystitis, phlebitis, intercurrent infections, 
or other conditions resulting directly from 
the treatment or operation or following it 
from other causes. 

“Pathologic report.” So much of the 
various pathologic reports as would be im- 
portant for the person who examines the 
case a year later to know, should be entered 
under this heading. It is not expected to be a 
complete statement of the pathology, but 
merely the main pathologic diagnosis. 

“Postoperative or final diagnosis.” ‘The 
record here entered is quite essential to an 
analysis of the efficiency of the work done in 
the hospital. 

On the reverse side of the card should be 
entered notes of the case made at subsequent 
visits of the patient, or from subsequent re- 
ports as to the condition of the patient. 
These notes should be brief, accurate, and 
fearlessly truthful. In general, the notes 
under the different headings should be made 
with the idea that they are available for 


‘rapid review. Wherever details are important 


and yet too extensive to be placed on the card, 
reference should be made to the main record. 
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STANDARD OF EFFICIENCY 


First HospiraAL SURVEY OF THE COLLEGE 


Surgeons herein state the factors which 

are the basis of the first hospital survey 
of the College. These factors are restricted 
to imperative essentials of good work. They 
have to do with the keeping of case records 
and the utilization of these records as tests of 
efficiency; with clinical laboratory facilities; 
and with the character of the staff.' 

By general agreement among doctors and 
hospital superintendents these factors are 
fundamental to creditable work in a hospital. 
They are concerned with the kind of care the 
patient receives in the hospital. They do not 
offer a complete test of efficiency, but they 
draw no false lines. They are easily intelligible 
to laymen and to doctors. They are appli- 
cable to the small hospital and to the large 
one. They are tests which depend upon 
constant, earnest effort and of sound training 
rather than expenditure of money. And, most 
important, they constitute a simple, work- 
able, and practicable basis of standardization 
upon which hospitals may meet as a starting- 
ground for further headway. 

An angle of hospital standardization im- 
portant to remember is this: As a people 
we are accustomed to hospital service; we 
look upon that service no longer as a luxury 
which we may buy, but rather as an inherent 
right. The humblest patient is entitled to 
the best of medical service. In the last twenty 
years especially this idea has taken hold of us. 
We regard the right to health today much as 
we regard the right to life. 

It follows now that in so far as the right 


"Tse Regents of the American College of 


1In these pages the word staff means the group of physicians and 
surgeons privileged to practice in the hospital. 


to health is a right of society, all hospitals in a 
broad sense are public service institutions. 
On the one hand, hospitals in which sound 
honest care is given patients may reasonably 
ask the confidence, good will, and support of 
their communities; on the other, all hospitals 
are accountable to the public for their degree 
of success. By general consent the time has 
come for an accounting on both sides of the 
equation. Such an accounting is inevitable. 
If the initiative is not taken by the medical 
profession, it will be taken by the lay public; 
and this entire accounting is what we mean 
by hospital standardization. It is an analysis 
of the obligation of the public to support 
hospitals; and it is a practical accounting to 
the public of the business and scientific 
efficiency of hospitals. 

Ultimate results of hospital standardization 
are a matter of evolution, of good will, of 
honesty and fearlessness in facing facts, of 
team-work, and of patience. Again, the 
widely varying conditions under which hos- 
pitals operate make hard and fast standards 
quite impossible. But, remembering these 
things, there is nothing insurmountable in 
the task. 

To come now to definite criteria upon which 
hospitals may be justly classified: The policy 
of the College in its first survey, as already 
stated, is to define the few factors which are 
imperative in any hospital for the proper 
care of patients. Some of these factors must 
be conceived as flexible in order to meet 
fairly the various conditions under which 
hospitals operate. But as definitely as may 
be the purpose of the College is to define and 
fully to explain the requirements and then to 
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classify hospitals according to the degree 
to which they fulfill them. Details of this 
minimum standard follow: 


I. CASE RECORDS 

That the hospital keep in a systematié man- 
ner case records of ils patients together with a 
convenient summary of each case; and that it 
utilize these records in analyses of its medical 
and surgical efficiency. 

What is meant here by case records? These 
records are the scientific data which pertain 
to each case treated in the hospital, usually 
under the following headings, when appli- 
cable: Identification of the patient by name 
or number; name of physician or surgeon 
responsible for the case; personal history of 
patient relevant to complaint; diagnosis on 
which treatment was based; laboratory and 
physical findings; important points of op- 
eration or of treatment; postoperative diagno- 
sis; complications of convalescence; follow- 
up records; autopsy findings. Case records, 
when properly kept, provide straightforward 
and truthful answers to these questions: 
What was the matter with the patient? What 
did the doctor do for him? What was the 
result? 

In Bulletin No. 1, revised February, 1918, 
the College has issued a set of case record 
forms which may serve as helpful suggestions 
in the matter of record keeping. Copies of 
this pamphlet may be had upon request. ° 

The usual purposes assigned for the keep- 
ing of case records are: first, their value in 
medical science; second, their value in the 
practical care of patients; and, third, their 
medico-legal value. And in addition to these 
purposes, the case records serve as an effi- 
ciency test in the care. of patients which is 
most important in hospital standardization. 

But, in detail, how do case records serve 
as an efficiency test? Obviously each hospital 
should undertake to care only for such cases as 
it is qualified by equipment and personnel 
to treat, unless the circumstances of its 
geographic situation or other reasons make 
it necessary that the hospital accept all 
cases which seek its aid. The integrity of the 
profession requires that each hospital should 
determine whether or not its cases are success- 


fully treated and if not, why not; it requires 
that the staff by periodic review of its end- 
results determine the types of cases which, 
by equipment and training, it is qualified 
to treat and that, except under unusual 
circumstances, it limit its service to such 
cases. Case records provide the information 
for these reviews. They are not, therefore, 
merely a clerical procedure; they are the very 
index of the success of all clinical work in the 
hospital. 

Consistent and fearless review of case 
records by the hospital staff, as here suggested, 
is a just and effective means to deal with 
incompetent medical and surgical work in a 
hospital. The checking up of end-results 
and the checking up of diagnoses before and 
after operation are a practical test of surgery. 
Facts are not debatable; and facts and then 
more facts are needed to deal with those 
difficult problems of unnecessary surgical 
operations and of operations performed by 
untrained surgeons. If the facts establish 
evidence that a physician or surgeon is un- 
safe in judgment, unworthy in character, 
untrained, lax, lazy, or careless, in all honor 
and decency that individual should either 
overcome his deficiencies or withdraw from 
practice. Certainly he should neither ask 
nor receive the privileges of practice in a 
hospital. In general, it is the business of the 
staff to take the initiative in this matter. 
It is the professional duty of the staff to take 
such initiative. Without the guidance of the 
staff the trustees are helpless. A wise use of 
honest case records point the way to great 
advance in the medical profession. 

But in many a hospital the case records, 
although accurately kept, are not available 
for review on the part of the staff or of the 
hospital administration because the signifi- 


-cance of the records is lost in details. It is 


recommended, therefore, that important data 
in-each case be recorded upon a summary 
card in order that the data may readily 
be reviewed. To this end the summary 


card (see opposite page), which for con- 
venience should be about 5 by 8 inches, is 
suggested: 

For the details of this card and for in- 
sistence upon its value in hospital efficiency 
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SUMMARY CARD 
Name Address Case No. 
Age Date of Date of Date of Ss M W Re- 
adm. op. dis. yrs. yrs. entry 


Physician’s name 


Address 


Permanent friend’s name 


Address 


Operation or treatment: important points 


Came for relief of 


Diagnosis on which treatment was based 


Complications of convalescence 


Pathologic report. 


Physician or surgeon responsible for treatment 


Postoperative or final diagnosis 


Anesthetist and form of anesthesia 


the College is indebted to the Committee’ of 
the Clinical Congress of Surgeons appointed 
by Dr. Edward Martin, Philadelphia. Some 
explanation of headings of the card is here 
given. 

Name. Address. Case No. Inasmuch as 
the summary cards are for review by the 
entire staff and by the hospital administra- 
tion, it is usually advisable not to enter the 
name of the patient on the card. The case 
number is sufficient identification. 

Diagnosis on which treatment was based. 
A physician or surgeon who treats a patient 
should be willing to state what pathologic 
condition he believes he is treating. Both 
the profession and the public realize that in 
clinical work it is often impossible to be cer- 
tain that the working diagnosis is correct. 
With the best of equipment and of medical 

1The personnel of this committee is: Dr. Allen B- Kanavel, Dr. 


Walter W. Chipman, Dr. John Goodrich Clark, Dr. William J. Mayo, 
and Dr. Ernest A. Codman. 


knowledge diagnoses are frequently incorrect 
in some details, but when a doctor accepts the 
responsibility of treatment he is, in fairness 
to the profession and to his patient, under 
obligation to state what he believes is the 
cause of the illness for which the patient seeks 
relief. If the cause of the illness cannot be 
determined the physician or surgeon respon- 
sible should at least state that fact. 
Physician or surgeon responsible for treat- 
ment. If one physician or surgeon only is 
concerned in a case, it is clear that he is 
responsible. But in modern hospital practice 
it frequently happens that the responsibility 
is divided among many individuals. The 
profession is agreed, however, that in a 
properly conducted hospital either the chief 
of the service or one of his subordinates 
should hold the same position of responsibility 
toward the patient as does his family physi- 
cian. When the responsibility is multiple 
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a physician or surgeon should be assigned 
to the patient who sees him through the care 
of other specialists and the name of this 
physician or surgeon should be entered upon 
the case record. 

Important points of operation or of treat- 
ment. Under this heading the physician or 
surgeon responsible should note only the 
essential points. He should write down the 
points which he may wish to know a year 
later if the patient returns to report his con- 


dition. If the operation or treatment is very . 


complicated notation may be “a difficult, 
complicated operation described in detail 
in main record.” 

Complications of convalescence. This head- 
ing is most important for efficiency studies. 
If the word ‘‘none”’ follows the heading, it 
means that there were literally no complica- 
tions such as sepsis, bronchitis, cystitis, 
phlebitis, intercurrent infections, or other 
conditions resulting directly from the treat- 
ment or operation or following it from other 
causes. 

Pathological report. So much of the various 
pathologic reports as would be important for 
the person who examines the case a year later 
to know should be entered under this head- 
ing. It is not, expected to be a complete 
statement of the pathology, but merely the 
main pathologic diagnoses. 

Postoperative or final diagnosis. The 
record here entered is quite essential to an 
analysis of the efficiency of the work done in 
the hospital. This final diagnosis should be 
the one used for filing or cataloguing. 

Follow-up Notes. On the reverse side of 
the card should be entered notes of the case 
made at subsequent visits of the patient, or 
from subsequent reports as to the condition of 
the patient. These notes should be brief, ac- 
curate, and fearlessly truthful. In general, 
the notes under the different headings should 
be made with the idea that they are available 
for rapid review. Wherever details are im- 
portant and yet too extensive to be placed on 
the card, reference should be made to the 
main record. 


In conclusion the College would emphasize 
the importance of adequate records. They 


are in effect a pledge to the public for the 
integrity of all work done in the hospital. 
By earnest and constant attention to case 
records it often happens that an isolated and 
poorly equipped hospital makes up for its 
material deficiencies, first, because its staff 
is inspired always to its highest attainments; 
second, because by honest selection of its cases 
it will not undertake the treatment of cases 
for which it is not equipped. It follows, 
therefore, that such a hospital may be 
rated higher than a large hospital with 
modern equipment and scientific reputation. 


2. CLINICAL LABORATORIES 

That, as implied in the foregoing require- 
ment concerning case records, the hospital 
provide either directly or indirectly the labora- 
tory facilities which in the science of medicine 
are essential in the diagnoses and treatment 
of patients admitted for care under normal 
conditions. 

While for economic reasons and expediency 
it is usually advisable that the clinical labora- 
tories be owned and operated by the hospital, 
neither ownership nor control of the labora- 
tories is essential. In many instances state, 
county, municipal, or private laboratories 
supplement to advantage the laboratory 
facilities of the hospital. 

Because of the wide discrepancy in the 
range of diseases and illness treated by 
hospitals it is not feasible to stipulate mini- 
mum laboratory facilities. Efficient labora- 
tory service is here emphasized rather than 
details of equipment. The laboratory require- 
ment is, therefore, that the hospital have the 
constant use of clinical laboratory facilities 
adequate in the scientific diagnoses and treat- 
ment of its patients. The extent of the 
laboratory facilities with which a hospital 
should provide itself depends upon the types 
of cases normally admitted for treatment. 
In a general hospital the clinical laboratories, 
under a practical laboratory worker, will 
provide when adequately equipped, chemical 
and microscopical examinations, including 
blood examinations, gastric contents, sputum 
examinations, urine analyses, feces examin- 
ations, and examinations of cerebrospinal 
fluid; bacteriological examinations; patho- 
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logical and serological examinations; electro- 
cardiographic examinations; and X-ray exam- 
inations. The laboratories should include 
also a postmortem room, instruments for the 
performance of autopsies, and facilities for 
the preparation of frozen sections. 


3. DIVISION OF FEES 

That the hospital trustees or governing 
authority in co-operation with the staff take 
action definitely to prohibit from all services of 
the hospital the practice of division of fees. 

The evil of the division of fees is so widely 
recognized that emphasis of it here is not 
needed. The practice is prohibited by law 
in Kansas, Nebraska, Iowa, Minnesota, 
Wisconsin, Ohio, Alabama, West Virginia, 
Tennessee, and Colorado. Where it exists 
under any guise whatever, it is in reality the 
buying and selling of people who are ill. 
The consequences of the division of fees 
are, first, incompetent medical and surgical 
service; second, unnecessary surgical opera- 
tions; and, third, the deadening of scientific 
incentive in the profession and the lowering 
of the whole profession of medicine into 
dishonesty. The fact is unchallenged that no 
intelligent community would tolerate this 
practice in its midst if the community were 
aware of the practice and of its significance. 

A secret profit made upon the sale of eye 
glasses or of appliances is considered division 
of fees. 


IN THE WAY 


Neither the hospitals nor the College would 
ultimately be content with standardization 
which takes into account only the foregoing 
minimum standard. Having made a begin- 
ning of standardization and agreed upon a 
common meeting-ground, as stated in the 
foregoing pages, other important factors of 
hospital work call for attention. The College 
respectfully asks that hospital stafis from 
time to time consider the various problems 
which, in their judgment, should become part 
of the standardization program and that they 
send to the College both suggestions and 
reports of progress. Some of the phases of 


The College requests each hospital to meet 
this issue squarely. It asks that by resolution 
the trustees or governing authority of the 
hospital in cooperation with the staff of the 
hospital go on record substantially as follows: 

Be it resolved: First, that physicians and surgeons 
who may have the priveleges of practice in (name 
of hospital) shall not engage in division of fees 
under any guise whatever while they avail them- 
selves of these priveleges; 

Second, that physicians and surgeons privileged 
to practice in the aforesaid hospital shall, by the 
acceptance of these privileges thereby pledge them- 
selves to the following principle: 


» I hereby agree that as a principle I shall not en- 
gage in the division of fees under any guise whatever. 
By this principle I understand that I am not to 
collect fees for others referring patients to me, nor 
to permit others to collect fees for me, nor to make 
joint fees*with physicians or surgeons referring 
patients to me for operations or consultation, nor 
knowingly to permit any agent or associate of mine 
so to do. 

Third, that a copy of this resolution shall be con- 
veyed to each physician and surgeon privileged to 
practice in the aforesaid hospital. 

In a large number of hospitals the practice 
of the division of fees has never existed, and 
sometimes the stafis of these hospitals are 
sensitive with regard to passing a resolution 
as stated above. The Regents of the Col- 
lege believe, however, that these hospitals 
will, after due consideration, gladly take 
action as recommended because of the in- 
fluence which they will have by such action 
upon hospitals where the practice does exist. 


OF PROGRESS 


hospital work which were considered of prime 
importance by the General Hospital Com- 
mittee are here stated,— 

THE TRAINING OF INTERNES. The training 
of internes affects directly a comparatively 
small percentage of the hospitals. In a larger 
sense, however, it affects all hospitals and in 
fact all of the people of the continent, for it 
has to do, more than is generally realized, 
with the making of competent physicians 
and surgeons. Dr. Edward Martin, for in- 
stance, estimates that a doctor on graduation 
from medical school is only twenty per cent 
efficient as a practitioner of medicine, and 


; 
' 


6 AMERICAN COLLEGE OF SURGEONS 


that service as an interne under right con- 
ditions may provide nearly eighty per cent 
of the training of a dcotor. Dr. Allen B. 
Kanavel writes: ‘‘The medical school sends 
the student from its doors with a diploma 
asserting that he is qualified to practice 
medicine, a polite fiction that we have 
accepted while at the same time belying our 
acceptance by insisting that the student 
should serve an interneship.” 

In Pennsylvania and in Minnesota today 


the medical graduate is required to serve an — 


interneship of one year before he is licensed to 
practice. In Pennsylvania the Bureau of 
Medical Education and Licensure inspects 
hospitals with special reference to the training 
of internes; further, it states in what hospitals 
service as an interne is acceptable in partial 
fulfillment of the requirements for practice 
in that state. The leadership in this matter 
taken by Pennsylvania will undoubtedly be 
followed by other states. 

The staff of each hospital where internes 
are engaged may well consider the following 
questions: Do internes receive training in 
the writing of case records? Do chiefs of 
departments give instruction to internes at 
the bedside of patients and throughout the 
procedure of each case as to the salient points 
of record-keeping? Are internes under com- 
petent guidance trained in the clinical 
laboratory? Do they follow clinical cases to 
the laboratory? Do they receive systematic 
training in the making of postmortem exam- 
inations and in the preparation of sections of 
tissue from postmortems for microscopical 
examinations? Are they permitted to do 
independent major surgery or to take full 
charge of obstetrical cases in the first year of 
apprenticeship? Do the influences of the 
hospital make for high ideals of practice? 
Do they create the right start for a busy, 
happy, and useful professional career? 

THE TRAINING OF NursEs. The training 
of nurses came into existence in hundreds of 
hospitals as a matter of expediency, and it is 
only in recent years that this subject has 
been given due consideration. The trained 
nurse is an indispensable aid in the care of 
patients. She is also a power in preventive 
medicine. In fairness now to the nurses them- 


selves, and to the patients whom they are 
to serve, comes the question as to whether the 
three years required in the training school 
are really three years of educational training? 
Is a sound curriculum provided for the in- 
struction of nurses? Is the teaching under 
competent supervision? Are pupil nurses 
sent out into families? If so in what year? 
Are pupil nurses placed on special cases in the 
hospital? If so, in what year? Are fees re- 
ceived by the hospital for special duty of 
pupil nurses? Is the practice medically and 
educationally justified? The training of the 
nurse should be given the same thoughtful 
attention as that given to the interne. 

PosTMORTEM EXAMINATIONS. The keeping 
of case records implies that postmortem 
examinations are made whenever consent 
for such examinations can be obtained. The 
value of these examinations is here specially 
emphasized. The postmortem is a merciless 
criticism of the work of physicians and of 
surgeons. It is the sort of criticism, however, 
which physicians and surgeons who are 
guided by a scientific spirit welcome. There 
is probably no phase of hospital work which 
will so definitely put an end to incompetent 
and unnecessary surgery, and to careless and 
indifferent diagnoses in medical cases as will 
a consistent policy of postmortem examina- 
tions with staff review of the findings. Fur- 
ther, these examinations, if their results are 
regularly and fearlessly reviewed by the staff, 
will serve as a stimulus to scientific work and 
to valuable investigations. Again, they justify 
the effort which they cost a thousandfold in 
their practical value to the immediate rela- 
tives of the deceased. 

Each hospital staff should ask itself from 
time to time as to whether or not its per- 
centage of postmortem examinations is as 
large as could reasonably be expected. Are 
the complete autopsy reports filed with the 
respective case records? Does the pathologist 
meet with the staff to review the clinical 
histories in relation to autopsy findings? 
Are the immediate relatives of the deceased 
informed fully as to the probable value to 
them of the postmortem examinations? 

Opsstetrics. More credit than has yet 


been recognized is due to Dr. J. M. Baldy, 
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president of the Bureau of Medical Educa- 
tion and Licensure of Pennsylvania, for 
his insistence that the hospitals of Pennsyl- 
vania provide obstetrical departments. Dr. 
Baldy has also done much to educate the 
people of Pennsylvania as to the value of 
hospital obstetrical departments. This whole 
problem touches in a vital way the conserva- 
tion of the life of the nation. It means the 
saving of thousands of babies which un- 
necessarily die in the first few weeks or months 
of life. In the next ten years it is reasonably 
certain that great advancement will be 
made in obstetrical services. Certainly 
this whole problem is one which should re- 
ceive the most earnest consideration of each 
hospital staff. 

If a hospital today does not provide for an 
obstetrical service, for what reasons is this 
service neglected? If an obstetrical depart- 
ment is provided, does it include a special 
delivery room? Does it include a nursery? 
Is prenatal work conducted in the depart- 
ment; in the out-patient department? Do 
nurses in the obstetrical department come 
into contact with patients of other depart- 
ments? 

PepiATrics. Closely allied to an obstetri- 
cal service is work in pediatrics. The initia- 
tive taken recently by various state legisla- 
tures providing for the care especially of 
crippled children is indicative of a general 
awakening of the people to the value of 
departments of pediatrics in hospitals. Ob- 


viously a hospital should not create such a 
department unless it is in position to have a 
trained pediatrician in charge. But if such a 
department is provided, then some important 
questions which arise are: Is a receiving and 
observation ward provided? Is an isolation 
room provided? Are throat, vaginal smears, 
and other examinations as to infections made 
of all children before admission? Do nurses 
of this department ‘come into contact with 
patients of other departments? 

Cross Inrections. Does the hospital 
take all reasonable precautions against cross 
infection? Are examinations of patients on 
admission, especially of children, adequate 
in this respect? Are clean and septic opera- 
tions conducted in the same operating room? 
Is the sterilization employed in and about the 
operating room effective? Is infection possible 
through the laundry or kitchen? Is constant 
check kept upon these matters? Are sufficient 
precautions taken with regard to the passing 
of nurses from one department into another 
who may carry infection? 

Dietetics, anesthesia, accurate and in- 
telligible financial accounting, hospital ad- 
ministration, the pharmacy and supervision of 
prescriptions, and the library and encourage- 
ment of research are among other important 
subjects which merit consideration. 


For the Board of Regents of the American 
College of Surgeons 
Joun G. Bowman, Director. 
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AMERICAN COLLEGE OF SURGEONS 


HEADWAY TOWARD HOSPITAL STANDARDIZATION 


lege of Surgeons are now engaged in 

six states in the Union upon the hos- 
pital survey of the College. While it is still 
too early for a detailed report of progress, it 
seems worth while here to state some of the 
questions being asked by the hospitals con- 
cerning the work and to answer these ques- 
tions. 

First, what is the purpose of the survey? 
Again and again the question is asked. 

The purpose of the survey is to make for 
the better care of folk who are ill. It is to 
create in the medical profession and among 
hospitals an increasingly keen sense of 
responsibility in the care of patients. It 
is to help in making hospital aims come 
true. 

In these days men evade expression of 
sentiment and it is difficult to use seriously 


S ize: members of the American Col- 


the word glory. But men feel glory neverthe-. 


less; they feel glory in action, in fight for 
liberty, glory in the very privilege of life at a 
time when our highest spiritual aspirations 
fuse as never before into the day’s routine. 
Sometimes such glory breaks through into 
adequate rhyme and produces a Homer, a 
man who had digested his morals. And now, 
very much in the same way, it seems that an 
aggressive earnestness of purpose on the part 
of the medical profession breaks through into 
an adequate analysis of its own performance. 
That is hospital standardization. It is diges- 
tion of morals in the practice of medicine. 
It is an awakening of a spiritual impulse 
which compels action. 

But if we are agreed upon the results we 
want, what action will produce those results? 
There is doubtless more than one good answer 
to this question. The answer of the College 
is published in Bulletin Vol. III, No. 3. Brief- 
ly the College asks: What does the hospital 
do for its patients? Do the trustees and staff 


from time to time review, preferably in joint 
session, the work done in the hospital in 
medicine, surgery, obstetrics? Do they use 
these data in a sincere effort, first, to get at 
the facts of successful work and of failures; 
second, to remove the causes, in so far as they 
can, of unsuccessful work; and, third, to 
find in their own records and in their very 
association, together some source of inspira- 
tion toward the fulfillment of their own high- 
est purposes? On these matters the College 
seeks exact information. 

Let us assume, for example, that the case 
records in surgery in a hospital during the 
past three months, as they come before the 
trustees and staff, indicate that 11 per cent 
of the patients developed infection during 
convalescence. The facts as to the per- 
centage of infections may easily be deter- 
mined from properly kept records. But 
obviously 11 per cent of infections is a 
serious indictment of the surgical service. 
Now let us assume that go per cent of the 
infected cases were patients of a particular 
surgeon. It seems reasonable that both the 
trustees and the staff should take a firm 
position that either this surgeon discover 
the cause of the infections and remove that 
cause, or that he discontinue practice in the 
hospital. Further, in this connection, ques- 
tions will naturally rise as to the nursing 
technique in the operating room. And, again, 
some one will ask: Are septic and clean cases 
operated upon one after another in the same 
operating room? 

Too much emphasis in these reviews can 
not be placed upon the value of postmortem 
examinations. It is advisable that the path- 
ologist report his findings in each postmortem 
together with the diagnosis and treatment 
of the case. Further, the pathologist should 
report all deaths in the hospital during the 
period under review and what effort had been 
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made in each case to obtain a postmortem 
where it was not made. 

Meetings of the trustees and staff should 
be held at regular intervals; once in two 
months, or three months, or in such other 
period as those concerned believe wise. But 
it is important that the time for these meet- 
ings be definitely agreed upon; and it is im- 
portant that the review of the work done in 
the hospital during the period covered be 
fearless, accurate, and constructive, looking 
toward improvement rather than merely the 
finding of fault. 

The statement is sometimes made in con- 
sidering this matter that the staff can not be 
got together; that the doctors would not be 
present at the meetings if invited. If such a 
condition is true, it is a serious indictment 
against the governing authority of the hos- 
pital and against the honor of the staff. The 
product of the hospital is service to its pa- 
tients; and if those charged with the re- 
sponsibility of creating this service can not 
with all sincerity get together to consider 
their own success or failures, the situation is 
without thinkable justification. 

Again, this question is asked: What power 
has the College to enforce its plan of hospital 
standardization? The College has no legal, 
political, or financial power to make demands 
of a hospital. It desires no such power. It 
rests its case in the patriotism and common 
sense of hospital folk and the medical’ pro- 
fession. In the end, too, the whole program 
must go to the public for its judgment. But 
only in so far as the program is practicable 
and right, does it merit success or will it 
succeed. 

The entire plan of the College is the out- 
growth of years of thought. It is an effort 
on the part of the medical profession itself 
to make swifter progress, to meet and to be 
worthy of the trust reposed in the profession 
by the public. 

From some of the smaller hospitals comes 
this question: What will be the effect of 
hospital standardization upon the hospital, 


let us say, of 50 beds? The question implies 
some feeling that standardization will tend 
to increase the usefulness of the large hospital 
at the expense of the small hospital. No 
valid reason has yet appeared which seems to 
justify such a conclusion. The merit of 
hospital service is not to be measured by the 
wealth of the institution, its architecture, or 
by the professional reputation of its staff. 
There is no reason why a patient should not 
receive as efficient care in a hospital of 50 
beds, or less, as he would receive in a large 
hospital. Any readjustment which may be 
brought about by standardization as to the 
relation of hospitals to their communities 
will be solely upon the merit of service. The 
basic consideration is that each hospital, 
large or small, accept for treatment, except in 
emergencies, only such cases as it is by equip- 
ment and training of its staff honestly qualified 
to treat. 

An exceedingly fortunate fact in connection 
with the work of the College is the stand- 
ardization both of the medical profession it- 
self and of hospital procedures now in effect 
in the medical services of the Army and 
Navy. Here thousands of physicians and 
surgeons under military exactness are being 
trained in professional efficiency. When 
these men return to their respective hospitals 
they will not willingly accept standards of 
less merit. The head of the medical division 
of a great base hospital under recent date 
writes: 

“The government does not expect a man 
to be perfect and is very willing to overlook 
errors of judgment but it has no patience 
with errors due to neglect. The record must 
show in every case that every available 
resource for making a correct diagnosis and 
instituting appropriate treatment has been 
used. 

“There is a great deal that all of us who 
have had the experience of base hospital 
work can carry back to our home work with 
the greatest profit. Our hospitals will surely 
be the better for it!” 
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New Bone Forceps for War Surgery 


Each style fills a long felt need for a sub- 
stantial self-retaining forcep for all kinds of 


BONE SURGERY 
Devised Special pamphlet 
by describing fully 
Drs. BERG these and other 
, d devices of a like 
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Double Jaw Forcep Lion Jaw Forcep Single Jaw Forcep 


FEICK BROS. CO., Inc. - - 809 Liberty Av., PITTSBURGH, PA. 


The Nicholson Princo 
Sphygmomanometer 


Portable Mercurial Instrument 
with the Steel Reservoir 
PRICE, $18.00 


Accurate Systolic and Diastolic Pressures 
can be obtained only by the use of the 
Mercurial Instrument and the Ausculta- 


tion Method. 


, Read what they say 
Dr. Cabot—‘‘Physical Diagnosis." Pages 107-110. 


Dr. Norris — ‘‘ Blood Pressure, its Clinical Application.” 
Page 68. 

Dr. Goodman —‘‘Blood Pressure in Medicine and Surgery.” 
Page 56. 


‘*‘Blood Pressure.”’ a booklet which describes the 
Auscultation Method and contains a complete 
description of this Instrument, mailed free upon 
request along with a pamphlet on the Clinical 
Significance of Diastolic and Pulse Pressure. 


Precision Thermometer & Instrument Co., pHiADELPHIA” 
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Patent Pending instruments in 30 seconds to 1 minute and on 


SOMETHING NEW! 


> ERILIZING OUTFIT combining all the advantages of 
Autoclave, Instrument Boiler, Water Sterilizer and Warm- 
ing Oven at one-quarter the cost of a high pressure sterilizer. 
Radiated heat combined with superheated steam gives temper- 
ature of 400 to 600° F. in sterilizing chamber. Loose dressings 
and instruments sterilized in a few 
seconds at greatly reduced expense. 
The “ Pentz System” kills anthrax on in- 


struments in 144 minutes, on loose dressings 
in 4 to 5 minutes. Also vegetative bacteria on 


dressings of twelve layers in 1 to 2 minutes. 
SOME OF THE USERS 


United States Army and Navy - - - - Many Outfits 
Tufts College, Boston, Mass. - - 4 Outfits 
Staten Island Hospital, Staten Island, N. Y. - 2 Outfits 
Central University, Louisville, Ky. 2 Outfits 
Metropolitan = Insurance Compeny, Dental Clinic in New 

York, and Mt. McGregor Sanitorium - 2 Outfits 
Dupont de Nemours Powder Company, in use in Emergency 

Departments at various plants - veral Outfits 
Rochester (N. Y.) Dental Dispensary ~ - - - 15 Outfits 
Chicago College of Dental Surgery 6 Outfits 


Send for recent bacteriological tests and testimonials, or place order with your dealer 


Manufactured by SANTISEPTIC MANUFACTURING CO., Inc. 


Corn Exchange Bank Bldg. St. George, Staten Island, N. Y. Patent Pending 
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Hospital and Surgeon’s Cautery 
for Electric Current 


Lentz’s Heavy Cautery Cable, 5 feet long, with handle. 


Mineral handles on Knife, Dome and Cable may be boiled and No. 13. Current Transformer. 
made absolutely aseptic. 110 Volt Alternating Current. 


We can also furnish Dr. James F. Percy’s Cautery for Carcinoma. 
Illustrated circular mailed upon request. 


CHARLES LENTZ & SONS 


31-33-35 South 17th Street Everything Surgical PHILADELPHIA 


REQUENT observation of the fetal heart tones during 
the last part of the second stage of labor presents certain 
technical difficulties after the attendant is surgically 
ogre for the delivery. In breech labors in which the 
eart tones must be watched very carefully, it is always 
desirable, and often necessary, for the operator to observe ‘ 
the heart tones himself. 

In order to make this easily possible, a stethoscope was 
devised which consists of a metal band similar to those used 
on head mirrors, passing from front to back over the top of 
the head. The Y of the binaural stethoscope is fastened 
to the front plate of this band. This permits proper 
adjustment of the ear pieces and holds the stethoscope 
in a position above the line of sight at right angles to Li YN 
the forehead. NY 

An experience of several months with its use at the NS 
Chicago Lying-In Hospital indicates that it has the following advantages: \ 

It gives easy and accurate control of heart tones. ' 

After adjustment, no handling is required. ; 

Heart tones are heard better, since there is bone conduction through . ' 
~ metal —_ of the oe. in — hy the air conduction of the 
ordinary stethoscope. e may be pressed firmly against the abdom- 
inal wall without interference from muscle sounds. dine Price, Complete, $6.00 


Established 1844 SHARP & SMITH Incorporated 1904 


Manufacturers, Importers and Exporters of High-Grade Surgical Instruments and Hospital Supplies 
155-7 N.- Michigan Blvd. CHICAGO, ILL. Two Doors North of Randolph St. 
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The Lilly Biological Laboratories, located in the open country, are models of scientific construction, replete 
with the latest facilities for the production of biologicals 


The complete Lilly Line of Biologicals is carried in cold storage by the drug trade in conven- 
ient packages, thus insuring potent products, wide distribution and prompt service. 


TYPHOID VACCINES 


Now is the time to immunize your patients against typhoid and para-typhoid. Lilly’s Typhoid 
Mixed Vaccine is recommended. It confers immunity against the para-typhoid as well as the 
typhoid infection. 

Lilly’s Typhoid Vaccines are supplied in ampoule vials and syringes. 


Send for a copy of Lilly’s Vest-Pocket Biological Therapy 


ELI LILLY & COMPANY, Indianapolis, U.S.A. 


NEW YORK CHICAGO ST. LOUIS KANSAS CITY NEW ORLEANS 
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F 
Operating Table 


An Indispensable Table for the Control and Fixation of Fractures 
Its essential features of construction render 
it invaluable for: 


The reduction, by the closed or open method, of fractures of the 
extremities, particularly about the hip and upper third of the 
femur. 


The maintenance of traction and limb posture during the appli- 
cation of the fixation dressing. 


The anterior elevated position of the upper arm in the case of 
fracture of the upper end of the humerus. 


The abduction flexion position of the thigh in fractures just below 
the lesser trochanter. 


The application of plaster-of-Paris jackets and fixation bandages. 
Joint resection. 
Correspondence Invited 


HARVEY R. PIERCE COMPANY 


1801 Chestnut Street The Modern Surgical Instrument Store PHILADELPHIA 


PITTSBURGH SALES OFFICE: 3030, 3031, 3032, 3033 JENKINS ARCADE 
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Chloretone Produces Natural Sleep 


Administered internally, CHLORETONE passes unchanged into the circu- 
lation, inducing (in efficient therapeutic doses) profound hypnosis. It does not 
depress the heart or respiratory centers. It does not disturb the digestion. It 
is not habit-forming. CHLORETONE, in a word, produces natural sleep. 


+ 


In addition to its primary function as a hypnotic, CHLORETONE has a 
wide range of therapeutic applicability as a sedative. It is useful in alcoholism, 
delirium tremens, cholera, colic; epilepsy, chorea, pertussis, tetanus and other 
spasmodic affections; nausea of pregnancy, gastric ulcer and seasickness; 


mania (acute, puerperal and periodic), senile ene agitated melancholia, 
motor excitement of general paresis. 


CHLORETONE: Ounce vials. 

CHLORETONE CAPSULES: 3-grain, bottles of 100 and 500. 

CHLORETONE CAPSULES: 5-grain, bottles of 100 and 500. 
Dose, 3 to 15 grains. 


SEE THAT YOUR DRUGGIST IS ABLE TO SUPPLY YOU. 


Home nd Labor PARKE, DAVIS & CO. 


THE 
TMENT of Malignant 
and Benign Growths with 
Radium; Postoperative Prophy- 


| N S T | T U T E lactic Radiations following the 


Surgical Treatment of Cancer. 


1604 Mallers Bldg., 59 E. Madison St. ‘ 
Cor. Wabash Ave., Telephone Randolph 5794 Radium 4s indicated mn inop er 


CHICAGO able malignant conditions. By 
its use an inoperable case may 
DR. FRANK E. SIMPSON, Director  %ecome operable. 


COUNCIL ' We desire to confer and co-oper- 


Dr. F. A. BESLEY Dr. E. C. Dupiey ate with surgeons, assuring them 
Dr. A. R. Epwarps Dr. O. T. FREER ° 

ade adium to 
Dr. M. Herzoc Dr. L. E. Scummpt quate amounts of R 


Dr. G. F. Suxer meet their requirements. 
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A Reminder to Send for a Free 


Trial Tube of Ten 
Tablets of 


Chlorazene 


(ABBOTT) 
Dakin’s 

Powerful Antiseptic 

This non-poisonous, efficient and 

convenient germicide is rapidly 

replacing such dangerous agents as 

bichloride of mercury, carbolic acid and other preparations of 
this class. 


For the treatment of common wounds, injuries and carbuncles, 
as a spray to the nose, in pyorrhea and dental surgery, as a 
vaginal douche and as a simple convenient remedy for the treat- 
ment of venereal disease, in fact, for all purposes where an 
antiseptic is required CHLORAZENE meets the indications most 
admirably. 


For protection insist on the trade-mark ‘‘Abbott.” This trade- 
mark insures purity and strength. 


Specify also Abbott’s Dichloramine-T, Chlorcosane, Halazone, 
Barbital (formerly Veronal) and Procaine (formerly anna) 
and other American-made Medicinal Products. 


Literature on Request 


THE ABBOTT LABORATORIES 


HOME OFFICE AND LABORATORIES CHICAGO, DEPT. 82 


New York Seattle San Francisco Los Angeles Toronto Bombay 


~ 
| 


SURGERY, GYNECOLOGY AND OBSTETRICS 


the physics of Radium and its therapeutic application. 


Radium Chemical Company 


stor lLrust g. utier g. 
New York Pittsburgh, Pa. San Francisco 


= STANDARD CHEMICAL CO. 

= For Superficial and Cavity 

= | Applications 

= ’ Experience has clearly demonstrated the serviceableness 

= j and superior value of these two applicators. 

= Radium Salt of high purity; sold on basis of U.S. Bureau 

== 10milligramhalf of Standards measurement. 

== Glazed face and Delivery Guaranteed 

— Gold back, 25,50 and 100 
= patented) Department of Physics and Medicine for instruction in  Milligram Tube 
Applicator 
= 


= 


COOLIDGE TUBE 


ADAPTED FOR USE WITH 


CAMPBELL TUBE TILT TABLE 
FLUOROSCOPIC 


LOCALIZATION OF FOREIGN BODIES, STUDY AND MANIPULATION OF FRACTURES, 
GASTRO-INTESTINAL TRACT AND LESIONS OF THORAX IN ALL POSITIONS 


VERTICAL + HORIZONTAL - TRENDELENBURG : ANGULAR 


LITERATURE SENT UPON REQUEST 


ELECTRIC CORPORATION, Lynn, Mass. 
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The 


Kny-Scheerer Corporation 
Products 


are and have been for many years 
recognized as the acme of Reliability 


We can supply your every requirement in the line of 


Surgical Instruments 
Hospital Furniture 
Sterilizing Apparatus KAYESS) 
Electro-Medical and 
X-Ray Apparatus 
with high-grade goods at moderate prices. 


Our STANDARD OF QUALITY is the same for 
every article we manufacture. 


You are always safe when you demand K-S PROD- 
UCTS of your dealer or order direct of us. 


The Kny-Scheerer Corporation 


Manufacturers 
404-410 West 27th Street NEW YORK 
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Preparing Perfect Surgical Gut 


No. 4—Spinning, Drying 
and Finishing 


is composed of a number of individual 
strips, spun or twisted together, it is 
necessary to preserve, during the early stages 
of the process, the property of agglutination 
to the fullest extent, for owing to this prop- 
erty the strands after twisting and drying 
adhere so closely that the strand to all 
appearances is homogeneous, and has no 
tendency to untwist in the process of sterili- 
zation or in the hands of the surgeon. 
Twisting of the strips together to form a 
surgical strand is accomplished through the 
use of an apparatus operated by hand, as 
are practically all of the manipulations in 
catgut manufacture, and the tension and 
twist very carefully regulated to insure 
uniformity. 


[: the preparation of surgical gut, which 


After spinning, the strand is placed ona 
drying frame, here illustrated, which is ve 
massively constructed, as the strain to whic 
it is subjected through contraction of the 
strands of drying gut is very great. 

The room in which this yA out of the 
material is conducted is heated to a carefully 
maintained temperature, which serves to 
hasten the removal of moisture from the 
gut, which is immediately drawn off by fans, 
the air in room being constantly circulated. 

Once dried the catgut is polished by the 
use of fine sandpaper, which must be very 
skillfully done in order that the gut may be 
kept cylindrical in form and the caliber 
fromend toend unvaried. Excessive smooth- 
ness is quite generally considered as objec- 
tionable as excessive roughness. 


Our booklet, ‘‘Tubes of Distinction’ and 


samples upon request 
IHOLLISTER-WILSON LABORATORIES 


6620 Kimbark Ave. 


CHICAGO 


“TUBES OF DISTINCTION” 
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The Superiority of the Luer Type Syringe 


Careful practitioners prefer 
Syringe because of the ease 
and absolute certainty with 


which perfect asepsis can 
cau be secured. Each syringe 
is made of carefully selected 
and annealed glass with full 
length glass piston, ground 
to fit. The hubs are uniform 
and the Standard Luer Slip 
needles fit with certainty. 


The graduations are accu- 
rate and are permanently 
etched on the barrel. 


An Attractive Outfit 


The outfit shown is a popular one including in addition to the 2cc 
Luer type all-glass syringe, two Luer needles, wires and six glass tablet 
vials, all included in a 
handsome heavily nickel 
plated case. 


3X4999 Luer Type All-Glass Syringe 
in case with needles and six tablet 


Luer Model 
All-Glass Syringe 
in metal case with 2 nee- 
dles: A most remarkable 
opportunity to secure a 
genuine all-glass Luer 
Type Syringe in splendid 
nickel plated pocket case and complete with two needles. 


3X4999A Luer Model Syringe 2cc, in metal case with needles..............cceceeeeeeeeeeres $1.25 
3X4999B Luer Model Syringe scc, in metal case with needles...........-..0.esceeeeeeoeeees 1.50 
3X4999C Luer Model Syringe tocc, in metal case with needles. 2.25 
34999 D Luer Model Syringe 2occ, in metal case with needles........... 2.75 


The prices are attractively low— The quality is uniformly high 


FRANK S. BETZ CO. 
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A New Work 


Surgical 


By James Peter Warbasse, M. D. 


Formerly Attending Surgeon, Methodist Episcopal Hospital, 
Brooklyn, N. Y. 


This is a work on the therapy of surgical diseases. Every | 
department of surgery is dealt with—not only general surgery s 
but special surgery as well-—brain, eye, ear, nose, throat, skin, 
gynecology, genito-urinary, cosmetic and emergency surgery, = 
heliotherapy, and bandaging. Under each division is taken up _ 
hygienic treatment, diet, preparation for operation, operating- i 
room organization and materials, operative treatment in minutest 
detail, and post-operative care. 


The newest methods of treatment of wounds and infections 
and the use of serums, vaccines, bacterins, and blood products i 
are given. Much of the material on amputations, fractures, _ 
blood-vessel surgery, and plastic operations is to be found in 
no other work. Indeed, there are detailed in these three 1 

volumes many operations and procedures that are peculiarly I | 
Dr. Warbasse’s and can be found nowhere else. 


The various procedures, major and minor, are graphically 
depicted step by step by 2400 original illustrations, made 1 
under Dr. Warbasse’s constant supervision. | 


This is a work not only for the surgeon and trained operator 
accustomed to work under the most ideal conditions, but most 
decidedly for the surgeon who must administer treatment under 
circumstances that preclude the more radical measures. 


Volume I Fust Ready Volumes II and III Ready Soon 


W.B.SAUNDERS COMPANY, West Washington Sq., Phila. 
London: 9, Henrietta St., Covent Garden Australian Agcy: Centreway, 263 Collins St., Melbourne 
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mM 
AFETY GAS-OXYGEN APPARATU 


ROL VALVLS HANDLE 


FE VALVE. EXHALATION VALVE.” 
WATER LEVEL 


Model “E,” small gas tanks attached and mounted. 
on aluminum stand. Height of apparatus 15 inches. 
Net weight 17 pounds. 


Perfectly controlled smooth mixtures 
assured by 


THE NEW 
Positive Sight-Feed-Measurement 


YOU SE 


3 That your mixtures are accurately maintained as long 
as requi 


1 The flowing of the separate gases. 
2 That you obtain the desired mixtures. 


Gases delivered WASHED, MOISTENED and 
HEATED to body temperature. 


Manufactured in three models, “D,” “E”’ and 
“F”; truly portable and complete ‘outfits for 
Private and Hospital use. 


Write for illustrated booklet containing 
full information. 


SAFETY VENT VW 


SIMPLIFIES 
the administration of 


NITROUS OXID and OXYGEN 


with or without an ETHER sequence in 


MAJOR or MINOR SURGERY— 
OBSTETRICS— DENTISTRY 


Theold TROUBLE points ELIMINATED. 

No high pressure bags. No spring gauges. 
No delicate mechanisms to get out of order. 

The “Safety” employs HYDROSTATIC 
regulation which is always dependable and 
accurate. 

Simple to operate. Minimum gas consump- 
tion. Ideal Anaesthesia and Analgesia. 


Cut showing Sight-Feed-Measurement. The water level “A” 
in the Oxygen feed tube, and the water level ““B” in the Nitrous 
Oxid feed tube fall or rise as a greater or less volume of the 
respective gases are admitted to the mixing chamber, by the 
needle valves. Accuracy of thixture and VISIBLE PROOF 
OF ACCURACY is thus assured. 


AFETY ANAESTHESIA APPARATU 


Ogden Ave. & Randolph St. CON NVI CERN 
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ol 
SIGHT FEED ae 
MEASUREMENT WA, j 
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CORNELIUS BAKER MEMORIAL HOSPITAL ANDONG, CHOSEN, JAPAN i 


i IN FAR AWAY JAPAN | 


HE service rendered by a sterilizer may be definitely checked in 1 
the history of the case. We claim for the ““NATIONAL” the 
same results as an Autoclave—the killing of all surgical germs. Its wide- 


spread use in hospital work at home and abroad and the splendid testimonials from 
these sources mark the “NATIONAL” as a standard item of surgical equipment. 


Sold under a guarantee of satisfaction : | 
Dressings, etc., come out bone-dry in a remarkably short time. ' 
| 
3 Sizes| Over 2,000 in use i] 
DOCTORS’ 1 
$60.00 You can obtain a“NATIONAL” through 
practically any reputable dealer in sur- 
gical supplies — or, if you wish, direct i | 
MEDIUM from us. Each of the three sizes is com- 
$85.00 plete— equipped with gas or gasoline 
burner or steam coil, as desired. 
HOSPITAL We always are glad to answer at length 
$145.00 inquiries in regard to the construction, 
operation and use of the “NATIONAL.” 


NORTHWESTERN STEEL & IRON WORKS 


| CAPITAL STOCK $200,000.00 
833 Spring Street - ‘. Eau Claire, Wisconsin 


| 
} 
. } 
tes 
2 
| 
: 
Ang 
mt 
i 


16 SURGERY, GYNECOLOGY AND OBSTETRICS 


American Medical Association 


E hereby extend a cordial invitation 

to those attending the meeting in 
June, and will be glad to demonstrate to 
visitors our many novel and original ideas, 
as to equipment, plan, etc., for teaching the 
technique of surgery. 


The technique taught is that of those 
recognized as foremost by the profession, 
and while original technique is used in 
some opera- 

The Exterior of the Laboratory tions, the de- 

of Surgical Technique 

sire is to teach 
nothing but what is known to be correct, 
and methods practiced by surgeons of na- 
tional repute. Particular attention is given 
to the table toilet in all its details, and the 
work is per- 
formed as 
humanely as if 
the operations were being done upon an 
anesthetized human. The operations are all 
performed by the student. 


Southwest View of Anatomy Room 


Each table is furnished with the same 
instruments that are to be found in any 
. well-equipped operating room, and gowns 
and gloves are supplied to each student. 

In addition to the routine work, special demonstrations are given 
., throughout each week on bone and joint work, blood transfusion, etc. 

q *., Special courses may be had in surgical and topographical anatomy on the cadaver. 


Northeast Corner of Operating Room 


om Personal Instruction, Actual Practice, and Exceptional Facilities and 
Surroundings 
Chicago ” ™ As to the Plan, Time, Fee, etc., Add 


Gentemen: send, The Laboratory of Surgical Technique 


me information re- 


garding the above. *., Phone Midway 4896 7629 Jeffery Ave., CHICAGO 


%, FACULTY: Dr. Emmet A. Printy 

N a Dr. Axel Werelius Dr. Edmund Andrews 

Dr. Philip H. Kreuscher Dr. Boyd S. Gardner 
City a Dr. Clifford C. Robinson Dr. Lewis C. Emenhiser 
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Hip, Thich and Leg 


Doctor, your setting of fractures and treat- 
ment of patients in or out of bed secures good 
bone union, comfort, strength and health in the 
least time with 


The Ambulatory 
Pneumatic Splint 


It permitsin an easy way, of any degree of com- 
fortable extension,counter-extension and immobiliza- 
tion; of avoiding hypostatic congestion; of patient 
iviag om splint side for bathing and massage of back 
and hips to prevent bed sores; of patient sitting ona 
high seat and of walking as soon as you have appli 
the splint, thereby promoting circulation, appetite, 
nutrition and elimination. 


Rental to Patients of Splint for two months’ 
use or less including surgical pads, adhesive extension 
straps, bandages and express charges prepaid to any 
point in the United States or Canada and returnis 
but $30.00, or 50c a day. 

To Wire Order: State fracture, which 
limb, length from ischium to sole of foot, sex of 

atient, and splint will be sent by first express, 
tted ready toapply. Tagged with full direc- 
tions. 


We are also Makers of ‘‘Ambumatic’’ Washable Abdominal 
Supporters; Comfortable Corrective Surgical and Orthopedic Appli- 
ances. Ulustrated Literature, Prices, Special Terms, etc., 
malied to Physicians and Surgeons on request. Please clip 
and mail this ad with your card now. 


AMBULATORY PNEUMATIC SPLINT MFG. CO. 


30 (S.)-E. Randolph St. CHICAGO, ILL. 
Orders filled through all surgical stores 


CONCENTRATED 


HYPOCHLORITE 


HY CLORITE 


Concentrated Sodium Hypochlorite 


Surgeons recognize the great value of Hyclorite in re- 
ducing temperature and pulse to normal in cases of 
infected tissue wounds and fractures. Hyclorite cleans 
the wound through solvent action and prevents toxemia 
through its oxidizing action on toxins as formed. 


This action of Hyclorite has been demonstrated suc- 
cessfully in a large number of injury 
cases in industrial hospitals. 


Hyclorite is always ready for im- 
mediate use. 

Just add water and apply. 

Hyclorite is prepared to a definite h hlorite 
strength and alkalinity. 


Solutions made from Hyclorite keep much longer 
than ordinary Dakin’s solutions. 


There is no waste, testing, or waiting in making 
a Dakin’s solution from Hyclorite. 


Price, 32 oz., $1.25 


GENERAL LABORATORIES 


ae 4705 South Dickinson St. 
sion in N.N.R. MADISON - - - WISCONSIN 


GLOVES 


Make Friends and have 
never been known 
to lose one 


The Lincoln Rubber Co. 


Akron, Ohio 


McKESSON APPARATUS 


> 


In 
Hospital, 
Office 
and 
Portable 


Types 


Illustrated 
Catalog 
Upon 
Request 


Toledo Technical Appliance Co. 
Toledo, Ohio 
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Electrically Lighted OPERATING and Diagnostic 
INSTRUMENTS 


With the Advanced 


Wappler Instruments 


The bladder can be examined 
as readily as the throat. 
Operations within the bladder 
may be conducted through 
the cystoscope, thus obviating 
the need for major opera- 
tions. 


The Buerger 


Universal Cystoscope 


permits observation cystos- 
copy, catheterization, and all 
operative cystoscopic meas- 
ures to be carried out through 
one sheath. 


Send for Bulletin No. 59, 
referring to this ad. 


WAPELER ELEC CO NEW YORK 


May’s Ophthalmoscope 


We are pleased to announce 
that we are now able to fill 
orders promptly for this per- 
fect examining in- 
strument which 
the medical profes- 
sion has long desired. 
Price $18.15, f.0.b. New York 


Send for Bulletin No. 75, de- 
scribing May’s Ophthalmo- 
scopes. Please refer to this ad. 


Wappler X-Ray and High- 
Frequency Apparatus 
embodies the refinements de- 
veloped during 20 years’ expe- 
rience. 


Look for this 


acm, 


TRADE =m MARK 


on all Electrically Lighted 
Diagnostic Instruments 


WAPPLER ELECTRIC CO., Inc. 


173 E. 87th St., NEW YORK 


Gynecological and Obstetrical 
Instruments of Merit 


Fig. t—Dr. Joseph B. DeLee’s Special Cervix Grasp- 
. ing Forceps. 
Fig. 2—Dr. Joseph B. DeLee’s Colpeurynter Intro- 
ducing and Packing Forceps. 
Fig. 3 — Dr. Channing Barrett’s Placenta Forceps. 


V. MUELLER & COMPANY 


1771-83 Ogden Ave. CHICAGO 


SKELETONS 


We have secured 
a large stock of 
Selected 
Skeletons 
= 


Prices 
and descriptions gladly 
furnished 


on application 


CHARLES TRUAX, INCORPORATED 
141 N. Wabash Ave. 


CHICAGO 


= 
all guesswork is eliminated. 
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Liquid Petrolatum Squibb 


Heavy (Californian) 


Refined under our control and exclusively for us only by the Standard Oil | sem nod 
of California which has no connection with any other St Oil C 


FOR INFANTS AND CHILDREN OF ALL AGES IS A PALATABLE, 
SAFE, EFFICIENT REGULATOR OF THE BOWELS ° IT NEEDS 
NO MENSTRUUM OR FLAVORING * WILL NOT FORM A HABIT 


E. R. Squibb & Sons, 80 Beekman Street, New York City, N. Y. 


Che [ROMETHEMUS “ 


ELECTRIC STERILIZER Reduced Prices 


With Latest Conveniences Willis’ Guillotines .......... $5.50 

Tray Supported from Body in Raised Position — Sluder’s Guillotines ......... eS |: | 7.50 
MacKenzie’s Guillotines ....C-12117........ 4.75 

Jenning’s Guillotines........ 6.50 

Jones’ Guillotines .......... C-12107........ 6.50 

Mathew’s Simplex .......... 3.50 


Tray and Contents Freely Removable. Inside Unob- 
otwunted. Side Handle - Cover Away from Steam, CURETTE SET, EACH $1.75 
Drawing-off Faucet on Side. Made in Four Sizes. Sent post free on receipt of price 


Regulation in The Degrees Sterilizer. WOODARD, CLARKE & CO. 
The Prometheus Electric Co. PORTLAND, OREGON 


245 East 43rd St. New York Surgical Supplies, Manufacturers and Dealers 
= ESTABLISHED 1865 


For the —— —A Sharp Knife 


Patented 4 


The Bard-Parker Knife 


possesses the sharpest cutting edge attainable. The illus- 
=S...._-A trations demonstrate its simplicity, the price its economy. 
a Handle and one dozen blades (6 of each size as illustrated), $2.50; 


extra blades, $1.50 per dozen. 
If not at your dealers, we ship direct 


BARD-PARKER CO., Inc. 37 E. 28th St., New York 
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Ow ww 


www 
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VICTOR “NEW UNIVERSAL” 
ROENTGEN APPARATUS 


RANGE is sufficient to embrace every requirement (without excep- 
tion) in the art of Roentgenology, 


MATERIALS AND WORKMANSHIP employed in its construction 
are of the quality which only years of hard service will 
enable the owner to compute its annual depreciation. 


- Full particulars are given in Bulletin No. 207. A copy will be sent 
on request~-and without the least obligation 


Victor Electric Corporation 


Manufacturers of Roentgen and Electro- Medical Apparatus 


Branch Sales and Service Stations: 


NEW YORK, N. Y. ALBANY, N. Y. PITTSBURGH, PA. 
131 E. 23rd St. 82 S. Grove Ave. 620 Fulton Bldg. 
CAMBRIDGE, MASS. OKLAHOMA CITY FT. WAYNE, IND, 
66 Broadway 1610 N. College Ave. 1333 Calhoun St." 
LOUISVILLE, KY. DES MOINES, I 
A. 
30E. Se 518-22 Utica Blde. 
ST. LOUIS, MO. WINNIPEG, CANADA 
4485 Olive St. 840 Genesee St. Keewayden Block 
PHILS ADELPHIA, PA. NEW Portage Ave., East 
5S. 17th VANCOUVER, CANADA 
a AHA, NEBR. LOS ANGELES, CAL. 808 Richards St. 
3904 Brandeis Theatre Bld. 4002 Walton Ave. SAN FRANCISCO, CAL. 
DENVER, COLO. MINNEAPOLIS, MINN. 334 Sutter St. 
1415 Glenarm St. 220 LaSalle Bldg. 
SEATTLE, WASH. HOUSTON, TEXAS BUFFALO, N. Y. 
52 Cobb Bldg. 901 Willard St. 
PORTLAND, ORE. AUSTIN, TEXAS A E Ss. 
553 Pittock Bldg. 108 Colorado St. Merchants & Mfr's Bldg. 
KANSAS CITY, MO. FT. WORTH, TEXAS ATLANTA, GA. 
414 E, 10th St. 308-11 Flat Iron Bldg. 513 Hurt Bldg. 
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Binnie’s Regional Surgery 


About 1100 Illustrations. 3 Vols. Cloth, $21.00 


“One general feature that is quite noticeable and commendable is that 
the authors enter at once on the subject in hand, without wasting time 
and space with the usual commonplace introductory remarks. What the 
authors have to say they say in a few words and stop.”—Journal Amer- 
ican Medical Association. 


“All the topics are well presented and there are many original illustra- 
tions.”’—Surgery, Gynecology and Obstetrics. 


ON APPROVAL. The work will be sent for 10 days examination to 
physicians mentioning this journal when ordering. 


P. BLAKISTON’S SON & CO., Publishers 


1012 Walnut Street, PHILADELPHIA 


Electrically Lighted 
Surgical Instruments 


WE wish to thank our patrons for their 
: kind patience with us in our inability 

to fill orders as promptly as desired — caused 
by the preferential service required by the 
Government in its urgent need of instruments 
for the Army and Navy. 


WE are doing our utmost to meet these 
requirements and also to serve patrons 


satisfactorily, and with increasing facilities are Taylor Instrament Companies 
speedily approaching normal conditions. Rochester, N.Y. 


Illustrated and descriptive catalogue sent 
upon request. 


(Origination Begets Imitation) 

Be Sure of Our Exact Name 
Electro Surgical Dr. Rojers' LYCOS 
Instrument Company Self-Verifying Sphygmomanometer 


Rochester, N. Y. $25.00 
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OXFORD MEDICAL PUBLICATIONS 


F. F. BURGHARD 


Teacher of Onprative Surgery, King’s College, 
London, England 


OXFORD Loose-Leaf SURGERY 


EDITED BY 


AND ALLEN B. KANAVEL 


Associate Professor of Surgery, a University 
Medical School, Chicago, Ill 


= 


it perpetually new. 


By drawing out the thin steel rod, the leaves are separated After changes are made, fit the springs into each other, 
from the b g. No nuts to unscrew; no keyto mislay. replace steel rod and the volume is intact and ready for use. 


Contributors — Colonel Burghard, Major Kanavel, Sir Robert 
Jones, Major Penhallow, Major Lewisohn, Sir Berkeley Moynihan, 
Major Blair, Major Bristow, Major Percy, and forty other eminent 
British and American Surgeons. 


Scope — Acomplete, new work in five volumes showing all procedures 
for the whole field of surgery, civil and military. 


Binding — Loose-Leaf binding, simple to add or remove pages—see 
illustration above. Allows immediate use of changes and discoveries. 
Obviates buying extensive works. 


Supplements — The work is supplemented quarterly which keeps 


Illustrations — Over 1700 beautiful illustrations, surgically 
correct and showing exactly what they are intended to show. 


AVES MONEY, DOES AWAY WITH DU.- DETACH HERE 
PLICATION OF FUNDAMENTALS AND Oxford University Press American Branch 
ALLOWS IMMEDIATE USE OF NEW 35 West 32d Street, New York . 
DISCOVERIES. 


Please send me further information regarding 
OXFORD Loose-Leaf SURGERY. 


Oxford University Press American Branch 
35 West 32d Street, New York 


S.G. & O. 6-18 
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By Great American Masters of Medicine and Surgery 


Osler’s Practice of Medicine 


“The most successful practice of medicine 
ever written,” has had a complete revision 
of the eighth edition incorporating recent 
advances. 1150 pages. With charts and 
illustrations. Cloth, $6.00 net. 


Butler’s Diagnostics of 
Internal Medicine 


This is the third revised edition of this 
splendid clinical treatise upon the recog- 
nized principals of medical diagnosis. 
With 5 colored plates, and 272 illustrations 
and charts in the text. Cloth, $6.50 net. 


Williams’s Obstetrics 


A new fourth edition with such elaborate 
changes and revisions as to necessitate 
complete resetting and printing from new 
plates. 1029 pages, with 17 plates, and 


. 685 other illustrations. Cloth, $7.00 net. 


Kelly’s Medical Gynecology 


The practitioners’ portion of the gynecolog- 
ical field is here admirably covered. 
Second edition, revised and enlarged. 662 
pages, with 163 practical illustrations. 
Cloth, $6.50 net. 


Foote’s Minor Surgery 


Fourth edition of this valuable work on 
the everyday operations forming the bulk 
of the surgical work of the general prac- 
titioner. 810 pages, with 410 illustrations. 


Cloth, $5.50 net. 


Holt’s Diseases of Infancy 
and Childhood 


Seventh edition of this master momo- 
graph, completely revised and enlarged, 
reset and printed from new plates. 1161 
pages, with 8 colored plates, and 215 other 
valuable illustrations. Cloth, $6.50 net. 


Keyes’ Urology 


A complete revision of the author’s famous 
work on genito-urinary diseases with such 
a wealth of new material that it is in fact 
a new book. 926 pages, with 18 plates, 
and 204 other illustrations. Cloth, $6.50 
net. 


Rosenau’s Preventive 
Medicine and Hygiene 


This third revised edition might be called 
a military edition, asit has been prepared 
to meet the needs of the present emergency. 
1374 pages with illustrations. Cloth, $6.50 
net. 


Pusey’s Principles and 
Practice of Dermatology 


An exhaustive new edition makes this 
book one of the most extensive and im- 
portant treatises of dermatology in English. 
Third revision. 1243 pages, with 54 plates, 
and 466 other illustrations. Cloth, $7.00 


net. 
Behan’s Pain 


Since the day of its first publication re- 
garded as an epoch-making book on this 
important phase of diagnosis. 920 pages, 
with 191 unusual illustrations and many 
charts. Cloth, $6.50 net. 


THESE ARE APPLETON BOOKS. APPLETON PRESTIGE 
IS BUILT UPON OVER SIXTY YEARS’ LEADERSHIP IN 
MEDICAL BOOK PUBLISHING IN AMERICA 


D. Appleton & Company, 35 West 32d St., New 
ork—Please send me the following for which 
HT enclose check (or charge to my account). 


Name. 


Address, 


City 


S.G.0. 6-18 
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Headaches and Eye Disorders 
of Nasal Origin 


sinuses. 


The 


A large 
The bibliography is complete. 


350 pages, with 120 original illustrations. 


By GREENFIELD SLUDER, M.D. 


Clinical Professor and Director of the Department of Rhinology and Laryngology, 
Washington University Medical School, St. Louis. 


Price, cloth, $7.00. 


A New and Authoritative Monograph 


GINUS infections are the cause of many of the difficulties that 

confront the eye, nose and throat specialist and the neurolo- 
gist. It is amazing how the persistent headache and the baffling 
nose troubles will clear up when proper attention is given to the 
Doctor Sluder is a pioneer in this field and the result 
of his investigations embodied in this book will be of great assist- 
ance to workers everywhere in this department of medicine. 


illustrations, all original, are beautiful specimens of the engraver’s art. 
number of case histories record actual experiences and results attained. 


Complete Table of Contents 


INTRODUCTION — Tue Nose.— A General Consgidera- 
tion; Headaches in General, Headaches of Nasal Origin, 
Megrim. 

CHAPTER I— Vacuum Frontat Heapacues WitH_EveE 
Symptoms ONLy.— Clinical Picture, Ewing's Sign, Gross 
Etiology, Anatomy of the Middle Meatus, Pathology and 
Method of Closure, Differential Diagnosis (Supra-Orbital 
Neuralgia), Headaches from all Causes and their Differentia- 
tion, Prognosis, Treatment. VAcuUM ETHMOIDAL HEADACHES. 
VacuuM MAXILLARY ANTRUM HEADACHES. 

CHAPTER II — Tue SynpRoME or NasAt (SPHENOPALA" 
TINE) GANGLION NEuROsSIS.— Anatomy of the Nasal Ganglion; 
Topographical Anatomic Relations to the Nose and Paranasal 
Cells, In the Splenomaxillary Fossa, To the Walls of the Cells, 
To the Lateral Wall of the Nose; Clinical Relations, The 
Neuralgia Syndrome and Its Forerunner, The Sympathetic 
Syndrome; Diagnosis, Differential Diagnosis; Prognosis; 
Treatment, Anatomic Considerations, Instrumentarium, 
Technic. 

CHAPTER III—Hyperptastic SPHENOIDITIS AND ITS 
CLinIcAL RELATIONS IN THE ENVIRONING NERVES; NAMELY, 
THE Optic, OCULOMOTOR TROCLEAR, TRIGEMINUS, ABDUCENS 
AND VipIAN (N. CANALIS PTERYGOIDEUS) NERVES AND THE 


3RSB™ Sign the attached coupon and mail today 


NasaL GANGLION.— Anatomic Relations; Clinical Relations, 
Differentiation of Nasal Ganglion Neurosis from the Syndrome 
of Hyperplastic Sphenoiditis, Dr. Jonathan Wright’s Observa- 
tions, Dr. Ladilaus Onodi’s Observation, Explanation of the 
Headaches and Eye Disorders, Clinical Difference Between 
the Nerves in the Canals and the Sphenoidal Tissue, Pd 
The Lesion in Children, Postoperative Results and the ” 
External Skull, Dr. Jonathan Wright's conclusions; 
Diagnosis, Source of Light, The Normal Post- ? 
Ethmoidal aa District, Distribution of ? 
the Morbid Process, Hyperplastic Post-Eth- Ps 
moiditis, Polyp Formation, The Wiping Action se 
of the Soft Palate, Oblique Illumination f 
of the Epithelium, Transference of Pus, - G.&0. 
Significance of Unilateral Lesion, a 
The Subdivided henoid Body 
and Its Diagnosis, The Inequalit 

sand.  C.V. MOSBY 


in the Two Sphenoid Cells and » 
Its Clinical Importance, Diag- - COMPANY, St. Louis 


sis; Treatment, Surger 
ed Gentlemen: 


of the Paranasal Cells, 


Nerve Trunk Anes- 
thesia, The Opera- Please send me a copy 
tive ‘Procedure,  g of Sluder on Headaches and 


Maxillary Sinus 
Surgery. 


< Eye Disorders of Nasal Origin, 


TheC. V.Mosby Company—Medical Publishers $7 


801-809 Metropolitan Building 
(Canadian Agency: McAinsh & Company, Ltd., Toronto) 


ST.LOUIS.” 


Pod 
Name 


Address 
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REBMAN 
COMPANY 


141 W. 36th St. 
NEW YORK 


s 
The Diseases of Women 
By Srr Joun Bianp Sutton, F.R.C.S. (England), and 
ArtHur Gites, M.D., F.R.C.S. (Edinburgh). 
7th Edition. Illustrated. $4.00. 

“Tts teaching may be taken as a sound guide to 
the subject with which it deals.’’—Edinburgh 
Med. Ji. ‘‘Certain to be well received by the 
medical public.”’—British Med. Jl. 


Regional Diagnosis in Affections of 
the Brain and Spinal Cord 


By Rosert Bin, University of Basle (Switzerland). 
Illustrated. $3.00. 
“This work is unquestionably the best small 
work on Neurology printed in any language.” — 
Amer. Jl. of Med. Sciences. “‘The book is one 
of the few which are of practical value.””—WN. Y. 
Med. Jl. 


Surgery of the Brain and Spinal Cord 


By Fepor Krause, M.D. 
3 volumes; 122 colored figures; 9 half-tones; 190 textual figures. $20.00. 
“Already a classic, this work has been epoch 
making in the rapid development of surgery of 
the brain in recent times.””—A mer. J1. of Surgery. 


a as Adjuvant in Surgery 
By O. Rumpet, M.D. 
107 Illustrations (85 in colors). $6.00. 
“The cystoscopic drawings are extremely good 
and portray nature faithfully. The text contains 
much sound surgical advice.’’—Med. Record. 


Human Anatomy, an Atlas of 
Applied (Topographical) 


By Kari von BARDELEBEN, M.D. 
205 woodcuts, many in colors. $8.00. 


“We have not examined any book which appeals 
to us as being more valuable as a supplement to 
dissection as this atlas of applied anatomy.”— 
Canad. Jl. of Med. and Surg. 


Surgical Operations 


By Krause, HEYMANN, EHRENFRIED. 
Vol. 1.-2094 Illustrations, mostly in colors. $7.00. 
Vol. 2.-373 Illustrations, mostly in colors. $7.00. 


“This is an ideal work in surgery.’,—Amer. JI. 
of Med. Sciences. 


Microscopic Diagnosis in 
Gynecology 


By R. Jotty, M.D. 
52 Lithographic Plates, 2 textual figures, $6.00. 


“Jolly’s book is a most valuable contribution to 
gynecological literature.” —Med. Record. 


Typical Operations in aed 


By BocKENHEIMER and FROHSE, 
60 Plates in colors. $16.00. 


The plates are graphic representations of each 
important stage in the operations described, 
showing very accurately the Important, Anatom- 
ical Guides, the Essential Surgical Manipula- 
tions, and the Protective Measure to avoid in- 
fective after-results. 


Surgical Operations for Students 
and Practitioners 


By F. Pets-Leuspen, M.D. 
688 Illustrations. $5.00. 


“Surgical operations is one of the best of Reb- 
man’s series.’’—Johns Hopkins Hospital Bulletin, 


The Principles of Treatment 
of Broken Limbs 


By W. F. Fiunrer, M.D. 
Illustrated. $3.00. 


The Sexual Life of Woman 


By E. H. Kiscn, M.D. 
97 Illustrations. $6.00. 


“The work is much more scientific than those 
which have heretofore come to our attention on 
this subject.’”-—Maryland Med. J1. 


Guide to Midwifery 


By D. Berry Hart, M.D., F.R.C.P. (England). 
4 Illustrations in colors; 268 diagrams, $6.00. 


A succinct and modern account of the facts of 
obstetrics and the science of the subject dealt 
with so far as it is known. 


Archives of Diagnosis 
Quarterly — $2.00 per annum. 
“Tt Stands Alone.” 
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Books for the Military Services 


Manual of Military Hygiene—For the 
Military Services of the United States. 
By VaLery Havarp, M.D., Colonel, 
Medical Corps, United States Army, 
Retired. Third Revised Edition. Octavo, 
833 pages, illustrated by seven full-page 
plates and 245 engravings. Flexible 
Muslin, $5.00 net. 


Gunshot Injuries—How They are In- 
flicted, Their Complications and Treat- 
ment. By Louis A. LAGARDE, M.D., 
Colonel, Medical Corps, United States 
Army, Retired. Second Revised Edition. 
Octavo, 469 pages, illustrated by 160 
engravings. Flexible Muslin, $4.00 net. 


A Complete Handbook for the San- 
itary Troops of the United States 
Army and Navy and National Guard 
and Naval Militia. By CHARLES FIELD 
Mason, Colonel, Medical Corps, U. S. 
Army. Fourth Revised Edition. Octavo, 
513 pages, profusely illustrated. Flexible 
Muslin, $4.00 net. 


‘First Aid’’ To the Injured and Sick 
—An Advanced Ambulance Hand-Book. 
By F. J. Warwick, M.B., M.R.C.S. and 
A. C. Tunstai, M.D., F.R.C.S. Tenth 
Edition—140,000. 16 mo., 260 pages, 


illustrated by 300 engravings. Board 
covers, 80 cents net. 
Physical Remedies for Disabled 


Soldiers. By R. Fortescue Fox, M.D. 
12mo., 293 pages, with numerous illus- 
trations. Muslin, $2.75 net. 


Field Service Notes for the R. A. M. C. 
By General T. H. Goopwin, R.A.M.C. 
Cloth board covers, $1.00 net. 


Injuries of the Face and Jaw, and 
Their Repair and The Treatment of 
Fractured Jaws. By P. MARTINIER and 
Dr. G. LEMERLE. Translated by H. 
Lawson WHALE, M.D., F.R.C.S., Capt. 
R.A.M.C. 12 mo., 365 pages, with 168 
illustrations. Muslin, $1.75, net. 


Nerve Wounds. Symptomatology of 
Peripheral Nerve Lesions Caused by 
War Wounds. By J. TINEL, Ancien 
Chef de Clinique et de Laboratoire de la 
Salpétriére. Post Octavo, 329 pages, 
illustrated by 323 exquisite engravings. 
Muslin, $4.50 net. 


Wound Infections and Some New 
Methods for The Study of The Various 
Factors Which Come Into Considera- 
tion In Their Treatment. By Cor. Sir 
ALMROTH WricutT, M.D., F.R.S. 12 mo. 
Illustrated. Muslin, $1.00 net. 


The Future of the Disabled Soldier. 
By C. W. Hutt, M.D.,D.P.H., Tem- 
porary Lieutenant R.A.M.C. 12 mo., 211 
pages, illustrated. Muslin, $2.00 net. 


War Surgery of The Face. By Jonn 
B. Roperts, A.M., M.D. In Press. 


Handbook of Operative Surgery. By 
I. C. WHEELER, A.M., 
M.D., F.R.C.S. Third. Edition. In- 
troduction by Sir Alfred Keogh, late 
Director General of the British Army 
Medical Service. 12 mo.,375 pages, with 
200 illustrations. $3.50 net. 


The Fitting Out and Administration 
of a Naval Hospital Ship. By Fleet 
Surgeon EpWARD SuTTon, R.N. Muslin, 
$3.00 net. 


WILLIAM wooD & COMPANY 


51 Fifth Avenue - 


- NEW YORK 
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TWO NEW BOOKS OF WIDE APPEAL 


Syphilis and Public Health 


Just Ready 


Invaluable to Practitioners and Public Health Officers for its masterly presentation of such vital oo as Prev- 


alence of Syphilis with group statistics, Relation to Public Health, Sources of Infection, Methods o 


Transmission, 


Personal Prophylaxis against Genital and Extragenital Infection, Standard of Cure, Public Health Measures for 
Control of Venereal Disease — for Prevention of Syphilis, Technic of Wassermann, etc. 


r2mo., 315 pages. By Epwarp B. Vepper, A. M., M. D., Lieutenant-Colonel, Medical Corps, U.S. A. Cloth, $2.25 net, 


Medical Service at the Front 


Just Ready 


A book by men who have been in the thick of it. Surgeon-General Fotheringham, D. G. M. S., Canada, says in 
his introduction “‘It is ‘hot from hell’s gridiron and correct in all its details.” It gives the actual working system 
of the Medical Service from the most advanced dugouts to the clearing station accompanied by diagrams showing 
the various positions taken up during offensives and counter offensives, Field Hospital sites, etc. 

12mo., 128 pages, with 25 illustrations. By Lieut.-Col. Joan McComse and Capt. A. F. Menzies, C. A. M. C. Cloth, $1.25 net. 


WAR MANUALS Nos. 5 & 6 Now Ready 


Medical War Manual No. 1 Just Ready 


Sanitation for Medical Officers 


Meets the first needs of the doctor entering the Medi- 
cal Corps; covers everything relating to sanitation 
which the army surgeon must know. 


12mo., 211 pages, thin paper, illustrated. By Epwarp B. VEDDER, 
Lieutenant-Colonel, Medical Corps, U. S. A. Price, $1.50 net. 


Medical War Manual No. 2 Just Ready 


Notes for Army Medical Officers 


Gives directions as to the relation of the medical 
service to the fighting forces and the conduct of the 
medical officer during action. 

ar 112 pages, illustrated. By Col. T. H. Goopwin, R. A. 


C., with an introduction by Surgeon-General Wituiam C. 
Goreas, U. S. A. Price, $1.00 net. 


Medical War Manual No. 3 Just Ready 


Ophthalmic Surgery 


The surgical methods described have proven their 
worth in British Army Hospitals. Important chap- 
ters on Trachoma and Malingering are included. 


12mo., 115 pages, illustrated with engravings and colored plates- 
By Maj. ALLEN GREENWOOD Mai. Greorce E. DE 
Scuweini1z, M. R. C., and Maj. WALTER R. 

Price, $1.50 net. 


Medical War Manual No. 4 Just Ready 


Military Orthopaedic Surgery 

Based on the experience of orthopedic surgeons in 
the service of our allies. The specifications and illus- 
trations for orthopedic devices are a valuable addi- 


‘ tion to the text. 


12mo., 272 pages, illustrated. By the Orthopedic Council of 
the Surgeon-General’s Office. Price, $1.50 net. 


Medical War Manual No. 5 Just Ready 
Lessons from the Enemy: How Germany Cares for Her War-Disabled 


The Germans claim to return 95% of their wounded to either military duty or to a self-supporting civic or in- 
dustrial usefulness. The author studied the workings of the German Medico-Military Organization for nearly 
a year, coming out with Ambassador Gerard. From his experiences on both the Western and Eastern Fronts 
and in the Orthopedic Hospitals and Vocational Schools in Berlin, Coblenz, Danzig, Mannheim and elsewhere, 
the author graphically describes the Administrative Methods of the Sanitary Service; Military Base Hospitals; 
Medical and Surgical Aspects of War; Re-Education of the War-Disabled; Orthopedic Hospitals and Workshops; 
Artificial Limbs; Nursing, Welfare and War Relief Work, and many other subjects. 

12amo., 262 pages, with 145 illustrations. By J. R. McDrit, Major, M.R.C.,U.S.A. “+ Price, $1.50 net. 


Medical War Manual No. 6 


Laboratory Methods of the United States Army Just Ready 


This manual is a collection of formulae and technical procedures which, in the opinion of the Surgeon-General, 
are best available at the present time. It will be valuable alike to the experienced Medical Officers and those 
less experienced, as uniformity in procedure in Army laboratories is desirable as far as possible. It covers Collec- 
tion and Shipment of Specimens and Materials, Solutions and Stains; Clinical Pathological Work; Quantitative 
Analytical Methods; General Bacteriological Methods; Special Bacteriological Methods; Sanitary Examinations 
of Milk, Water and Sewage, etc. 


r2mo., 256 pages, illustrated. By the Division of Infectious Diseases and Laboratories of the 
Surgeon-General’s Office. Price, $1.50 net. 
* 
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| With Any Other Catgut 
We Will Sena the Samples 
It is steal 


Sree from excess oil: will not untwist in using 
and is more than = to 


| 
| Make the Test Yourself 
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For Circumcision 
we offer a special catgut suture 
not only particularly suitable for 


the purpose, but one that is ex- 
ceptionally convenient and safe. 


Sizes 00 and 0, Three Tubes in a 
Box. Price, 25 cents per tube. 
No samples. 


OBTAINABLE FROM YOUR DEALER 


VAN HORN & SAWTELL DEPARTMENT 


15 & 17 E, 40TH STREET, NEW YORK, U.S.A. 


IN THAT CONFINEMENT TEAR 


If you favor immediate repair, use 
our especially chromicized catgut 
prepared to hold seven 
to twelve days. Each 
strand of this special 


“Van Horm» Obstetrical 
Suture, Chromic Catgut 


Obsietrical OF 
we Chromic Caiguiee 


is threaded on a suitable needle, 
ready for instant use. Indispens- 
able for your surgical bag. One 
tube in each box. Price, 25 cents 
each; $3.00 per dozen tubes. No 


samples. 
OBTAINABLE FROM YOUR DEALER 


VAN HORN & SAWTELL DEPARTMENT 
15 & 17 E, 40TH STREET, NEW YORK, U.S.A. 


A Timely Subject Worthy of Consideration 


(Entirely apart and without relationship to the theory regarding the “Prolongation of Human 
Life” by the ingestion of bacteria, which is no longer seriously considered.) 


The Worthy Subject Is: 


The Outgrowing of Toxin-Producing Bacteria in the Intestinal 
Tract, with a Particularly Vigorous but Wholly Benign Organism, 


Bacillus Bulgaricus. 


SEVEN YEARS OF EXTENSIVE USE has won for the Bacillus Bulgaricus assured stand- 
ing in the treatment of intestinal troubles of putrefactive or fermentative origin, whether in 


adults or infants, and 


SEVEN YEARS OF EXTENSIVE TRIAL has proved that the d 
Tablets, presenting the bacilli in suspended animation, is the practical and efficient means by 
which the organism may be successfully marketed. — 


BULGARA TABLETS, H. W. & D. 


Is the product that has made the more general use of the remedy by physicians possible. 


Samples and literature upon request 


THE HYNSON, WESTCOTT & DUNNING 


PHARMACEUTICAL LABORATORY 


BALTIMORE 


culture, as in Bulgara 


MARYLAND 
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For the Carrel Treatment 
of Infected Wounds 


Liquid Surgical Soap 


As Used at the Rockefeller Institute for Medical Research 


HE success of the Carrel-Dakin Treatment has 
now won universal recognition. To meet the 
need of a satisfactory soap for this treatment, 
Colgate’s Liquid Surgical Soap was evolved with 
this one purpose in mind. It is giving satisfaction 
in actual use and may be obtained by institutions 


as follows: 
25-lb. can at 27%c per Ib. . $6.88 
— . 2.80 


ORDERS CAN BE PROMPTLY FILLED 
Prices are net, F. O. B. New York 


COLGATE & CO. 


ESTABLISHED 1806 


199 Fulton Street, New York 
Makers of Fine Soaps and Talc Powders . 


\ 
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The CONNELL 
METER MEASURE 
Gas Oxygen Apparatus 


[and its many exclusive features are 
fully described 
in this 


booklet. 


May we send 
a copy? 


your card to 


NEW YORK 


All Food Cells 
Exploded 


In our puffing process—invented 
by Prof. A. P. Anderson — the 


grains are sealed in guns. 


The guns are revolved for sixty 
minutes in a heat of 550 degrees. 
Thus they are cooked thrice better 
than the average cereal food. 


Then the guns are shot, and a 
hundred million steam explosions 
occur inside each kernel. 


Every food cell is thus blasted. 
And the grains are puffed to bub- 
bles eight times normal size. 


Puffed Corn 
Rice Puffs 


Puffed Wheat 


Each 15c Except in Far West 


Puffed Wheat and Puffed Rice 
are whole grains puffed in this 
way. Corn Puffs are pellets of 
hominy puffed to raindrop size. 


You will agree, we believe, that 
these are the ideal forms of grain 
food where ease of digestion is in 
question. And never were grain 
foods made so enjoyable. 
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Zinc 


Oxide 


Adhesive 


The Ideal Adhesive 


Use It Where You Need the Best 


WE have attained just what you 
look for in Adhesive. An adhesive 
which has the right tensile strength— 
which doesn’t irritate or creep— which 
doesn’t vary. 


Every physician and surgeon will wel- 
come this statement. Please write us 
for a 5-yard spool to try. 


A perfect Adhesive is difficult to make. 
It requires three specialists, each of 
whom must be an expert of long train- 
ing. If any one is not a master, the 
Adhesive will be wrong. 


One problem is pharmaceutical: 


Zinc Oxide is a drying agent, yet the 
plaster must not dry. 


One problem is chemical: 


There are many sorts of rubber, of 
which one sort ages best. We must 
always get it. And a certain mode of 
preparation multiplies its value. 


One problem is mechanical: 


The spreading of this tape is an exact- 
ing matter. It requires six tons of steel 
rolls, each at a different temperature. 
The tape must be spread exactly right, 
and all alike. This calls for watchful, 
expert methods which few men have 
acquired. 


We have here men who have mastered 
each of these three problems. Each has 
spent more than twenty years in the 
study of Adhesive. 


\ 
Zinc Oxide | 
Sie) | Adhesive Plaster 
a 2 in. x 5 yds. | 
prepared by 
| paver & Black Chicago, USA) 
| 
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Zinc 


Oxide 


Adhesive 


A 5-Yard Spool Free 


Please Let It Prove Itself 


Here they work in a model laboratory, 
with the latest machinery, under ideal 
conditions. 


The result is an Adhesive which will 
please the most exacting. We want you 
to know it, and know how to always 
get it. So we urge you to write us for 
a trial spool. 


The super-quality of B&B Adhesive 
is becoming widely known. The demand 
has reached immense proportions, and 
is increasing every year. 

Now we want that knowledge to be 
universal. So we urge every physician 
and surgeon to write us for a spool, and 
let it prove itself. 

Every spool that leaves our laboratory 
is, and ever will be, exactly like that 
sample. We take every precaution 
against variation. 

B&B Adhesive will show you the 
standards we apply to all B&B prod- 


BAUER & BLACK 


Chicago and New York 


ucts. For 25 years we have aimed at 
perfection. We have worked with the 
profession, to study and meet their 


ideals. 


In our laboratory methods we go to 
extremes, to even exceed your require- 
ments. And this spool of Adhesive will 
indicate our skill. 


Many hundreds of physicians sent 
this coupon in reply to our previous 
offer. If you overlooked it, please send 
it now. 


Send This Coupon 


and we will mail you a 5-yard spool of B&B 
. Adhesive in the two-inch width. 


BAUER & BLACK For Canada 
45 West 25th Street Limited 
Chicago, Ill. Terento 


Mail me free spool that you offer of B& B 
Adhesive. 
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Positive Portrayal 


. The positive portrayal of Diagnostic 
X-Ray plates facilitates interpretation 
because of their qualities of density 
and contrast. 


Their suitability for both direct and 
screen work standardizes technique. 
Uniform in quality always, their exclu- 
sive use leads to uniformly excellent 
results. Their superior speed—100% 
greater than that of other plates —auto- 
matically lengthens the life of the tubes. 


Only new selected glass of highest 
quality used. Diagnostic plates devel- 
op simply with any well balanced de- 
veloping compound—fix out stain-free 
and absolutely clear. 


AMERICAN PHOTO CHEMICAL COMPANY 
ROCHESTER NEW YORK 


For Sale by Leading Supply Houses 
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Coolidge 
X-Ray Tubes 


These tubes are characterized by the 
same high standard of excellence 
displayed by all G-E products. 


Available in four sizes of focal spots. 


General Electric Company 
Schenectady, N. Y. 


7485 
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THE MEYER MULTOSCOPE 


(Patents Pending) 


The Wm. Meyer Company, 


Ask for the Mul- 
toscope bulletin if 
you are interested 
in the latest and 
most improved type 
of combined Stereo- 
radiographic Table 
and Radioscope. 


No other make of 
apparatus, regard- 
less of price, will 
compete with this 
one for uniqueness 
and efficiency. 


817 WASHINGTON BLVD. 
CHICAGO, ILL. 


See That Little Patch? 


It can’t come off because it’s really vulcanized to the glove— 
that’s just why the 


is saving many dollars in hospitals everywhere for 
surgeons who used to discard punctured or torn gloves 
because it took too long to patch them — even then it 
wasn’t safe. But now they use the “‘E. Z.” 
(Takes only a minute to do it—a little sandpaper 
o “rough” the rubber around the puncture, a drop of 
queen on the patch, and on it goes. Then toss the 
glove’ into the sterilizer or boil it a few minutes; when 
it comes out, E. Z. patch is a part of the glove; it has 


vulcanized right to it; can’t tear or < off. Imagine’ 


anything more simple or clean to handle? And it’s 
non-poisonous, non-infecting |! 
A trial envelope containing 12 E. Z. Patches with 
full directions for 25c. Hospital size package, 100 
Patches for $1.00. Sample on request. 


THE E. Z.PATCH CO. Akron, Ohio 


Here’s a tonic 
for run - down 


A few strokes of 
lancet or scalpel 
after applying 


q EDGEORENE 


to strop, induces the 
keenest edge possible to 
produce on a scalpel. 


It acts 
marvelously! 


Old scalpels are made of fine steel — don’t throw 
them away. 

EDGEORENE will not damage your instru- 
ments; sterilizing will not damage the edge. It is 
ideal for sharpening. and cleaning hypodermic 
needles. 

Used by surgeons throughout the world! Lasts 
for years. 

Send $1.00. Try it for ten days. If not satisfied, 
return it and get your money back. 

Special price in dozen lots to Hospitals and 
sanatoriums. 


EDGEORENE MFG. COMPANY 
45 Schmidt Bldg. DAVENPORT, IOWA 


— | EDGEORERB 
THE SCALPEL SHARPENEM 
| EL Wicanizinc PATCH | 
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Eastman 
X-Ray Developer Powders 


‘‘ Ready for use with the addition of water.” 


Eastman X-Ray Developer Powders are 
compounded with Elon in’ combination 
with Hydrochinon, making a vigorous 
developing agent which is especially recom- 
mended for the development of x-ray films 
and plates. 


Advantages of the Powders: 


1. They are prepared especially for x-ray 
development. 


2. They offer the most economical and 
convenient means of obtaining the 
best results in tray or tank develop- 
ment. 


Ww 


They cost no more than developers 
prepared from formulae. 

4. Their use precludes the possibility of 
losses through faulty preparation of 
developers and the consequent waste 
of expensive chemicals. 


For sale by all supply houses. 


EASTMAN KODAK CO., Rocuesrer, N. Y. 
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efficiency? 


stores 


While you wait 


for a slowly-soluble tablet: to dissolve you can dissolve one 
of our hypo-tablets and make the injection 


Which of the two would be the more liable to impress the 
patient and his by-standing friends with your professional 


Ours are very porous and instantly soluble hypodermics 
That’s why you can always find them at most good drug 


SHARP & DOHME 


the hypodermic tablet people 
since 1882 


OTHER QUALITY PRODUCTS since 1860 


Storm Binder 
and Abdominal Supporter 


(Patented) 


Adapted to use of men, women and children, for any 
purpose for which an abdominal supporter is needed. 
High and Low Operations, Ptosis, Pregnancy, 
Obesity, Hernia, Relaxed Sacro-Iliac Articula- 
tions, Floating Kidney, etc. 


Folder on request—with prices, materials 
and physicians’ testimonials 


Mail Orders filled at Philadelpia—within 24 hours 


‘Katherine L. Storm, M. D. 
1541 Diamond Street, Philadelphia 


Prevention 


50% Better 
Defense 
Indemnity 


All claims or suits for alleged civil malpractice, error or 
mistake, for which our contract holder, 


Or his estate is sued, whether the act or omission was his 
own 

Or that of any other person (not necessarily an assistant 
or agent). 

All such claims arising in suits involving the collection of 
professional fees. 


All claims arising in autopsies, inquests and in the pre- 
scribing and handling of drugs and medicines. 


Defense through the court of last resort and until all legal 
remedies are exhausted. 


Without limit as to amount expended. 


8 You have a voice in the selection of local counsel. 


If we lose, we to amount specified, in addition to 
the unlimited 


10 The only contract containing all the above features and 


which is protection per se. A sample upon request. 


The MEDICAL PROTECTIVE CO. 


of Fort Wayne, Indiana 


Professional Protection, Exclusively 
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American-Made “Salvarsan” 
(Arsphenamine) 


(Dioxydiaminoarsenobenzene Dihydrochloride) 
(Ehrlich’s “606’’) 


HE Federal Trade Commission has granted license for “‘Arsphena- 
mine.”” Under this license we are producing the product identical 
in every way with the Salvarsan which we formerly imported and 
which conforms in every detail to the standards set by the late Professor 
Dr. Paul Ehrlich, and is made according to the processes used at the 
Hoechst works. | 


In addition to the tests prescribed and made by the Hygienic Lab- 
oratory of the Public Health Service, our product is tested by the head of 
the Department of Biological Chemistry in one of our leading university 
medical schools, who bears the same judicial attitude to our preparations 
that Professor Ehrlich did to the standard German preparations. He 
subjects them to biological tests, in addition to those prescribed by the 
Public Health Service, which are more rigorous and comprehensive than 
those adopted for this purpose by Professor Ehrlich himself. These tests 
are made and reported upon before the product is submitted to the 
United States Public Health Service, thus insuring a double and absolute 


check on every lot turned out. 


Our product is being marketed under the name ‘‘Salvarsan.’’ 
As the product of other makers is being sold as ‘‘Arsphenamine” also, to 


insure receiving our product order either é 
SALVARSAN 


Or # 


ARSPHENAMINE—“METZ” 


FARBWERKE-HOECHST COMPANY - H. A. METZ, President & 
122 Hudson Street, NEW YORK :% 
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100% Efficieney 


100% Efficiency 


In the system of abdominal supports as provided in the varied 
forms of the 


: 
Camp Physiological Belts | 


ADOPTED BY U. S. GOVERNMENT FOR HOSPITAL USE 


Claims made for the utility of these belts have been substantiated through the 
successful results obtained in their use by hundreds of physicians and surgeons 
who require an absolute non-elastic support as an aid in the replacement of 
the abdominal viscera. 


The form of belt shown in accompanying illustrations is highly effective as 
applied in the treatment of gastroptosis or enteroptosis, especially as adapted 
for thin or emaciated patients having high hip bones and flat abdomens. 


New York, 373 Fifth Ave. 


Goodwin Corset Shops 


sas City, 413 Altman Bldg 


Portland, Ore., Woodlark Jamestown, 514 Prendergast Ave. 
Rochester, 1141 Granite nae” Boston, 687 Boylst Philadelphia, 1120 Wahet St. Toledo, 219 Superior St. 
Columbus, 104 N. High St. Los Angeles, 220 Ww. Ss St. og Louis, 513 Olive S Spokane, 827 Sprague Ave. 
Utica, 314 Kempf Bie, Davenport, 209 Main St. Omaha, 1704 * seg St. Indianapolis, 55 Monument Place 
Houston, 203 Foster Cincinnati, 433 Race St. Minneapolis, 816 Nicollet Ave. Denver, 1764 Broadway 


Address all correspondence to 7 
S. H. CAMP & COMPANY, Manufacturers, Jackson, Michigan z 
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Typhoid and Paratyphoid 
Immunization 


Typhoid Fever is conquered only when a mixed vaccine con- 
taining Paratyphoid A and B bacilli in addition to the Typhoid Bacillus is 
used for immunization. We early recognized the importance of immu- 
nization against mixed typhoid infection and were first to introduce a 
Mixed Typhoid Vaccine in this country. 

Typhoid Immunization by means of Mixed Typhoid Vaccine 
containing killed typhoid and Paratyphoid A and B bacilli has practically 
eliminated typhoid fever from the United States Army and Navy and 
from the military and naval forces in the present world war. 

In health reports from camps and cantonments, typhoid cases 
are exceedingly rare, and when reported, are usually individuals who by 
some oversight have evaded immunization. 

In the United States over 400,000 persons are incapacitated 
and over 30,000 die of typhoid fever each year* notwithstanding the fact 
that the immunizing value of typhoid bacterin and serobacterin is 
thoroughly established. 

Typhoid Fever could be eliminated from the civil population 
just as it has been in the armies and navies of the world by extending 
the use of Bacterial Vaccines. 

Typho-Serobacterin produces immunity more rapidly than 
the unsensitized bacterial vaccines, and reduces local and general 
reactions. This is of particular importance since the reduction of general 
reaction and time required for complete protection are now important 
factors in immunizing industrial workers. 

Mulford Brand Typho-Serobacterin, Mixed, containing sensi- 
tized killed Typhoid and Paratyphoid A and B bacilliand Mulford Brand 
Typho-Serobacterin containing sensitized killed typhoid bacilli only, 
are supplied in three-syringe packages, constituting one complete immu- 
nizing treatment. 

Also supplied in four-syringe packages for therapeutic use and in 
5-mil vials. 

*United States Public Health Bulletin No. 69, May, 1915. 


H. K. MULFORD CO., Philadelphia, U. S. A. 
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THE BATTLE CREEK SANITARIUM AND HOSPITAL—Established 1866 
Medical Surgical Orthopedic 
Neurological] Obstetrical Reconstructive 


Educational Departments 
Training School for Nurses Normal School of Physical Education School of Home Economics and Dietetics 
Students received on favorable terms Registered trained nurses, dietitians and physical directors supplied 


Descriptive literature mailed free upon request 


THE BATTLE CREEK SANITARIUM 


Box 243, BATTLE CREEK, MICHIGAN 


RADIUM FOR RENT 


By The Physicians’ Radium Association of Chicago 


(Incorporated under laws of Illinois, **Not for Profit’’) 


BOARD OF DIRECTORS STABLISHED to make Radium more available 
William L. Baum, M.D. for approved therapeutic purposes in the Middle 
N. Sproat Heaney, M.D. West. Has the large and complete equipment needed 
Frederick Menge, M.D. to meet the special requirements of any case in which 


Radium Therapy is indicated. Radium loaned on 
request from any responsible physician, the case 
having been passed on after receipt of adequate 
information by us. Advice given about the use of 
Radium. Moderate rental fees charged. 


Thomas J. Watkins, M.D. 
Albert Woelfel, M.D. 


' MANAGING DIRECTOR 
Albert Woelfel, M.D. 


For Full Particulars Address 


THE PHYSICIANS’ RADIUM ASSOCIATION 


1104 Tower Bldg., 6 N. Michigan Ave., Chicago Telephone, Randolph 6897-6898 
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Stanolind 


Surgical Wax 


A specially prepared, chemically pure, anti- 
septically-packed paraffin, for use in the hot wax 


treatment of burns. 


Correct in melting point, in plasticity and duc- 


tility index. 


Stanolind Surgical Wax is put up in quarter 
pound cakes, individually wrapped in wax paper, 
carefully sealed, packed four cakes in a neat car- 


ton, and sold 


i5C per pound in 10 pound cases. 
1444c per pound in 20 pound cases. 
14cC per pound in 4o pound cases. 
13C per pound in roo pound cases. 
Prices f. o. b. Chicago. 


Reports from numerous authorities indicate 
that Stanolind Surgical Wax gives results equal 
to any of the compounds made and sold at high 


prices. 


Stanolind 
Petrolatum 


For Medicinal Use 


in five grades to meet every requirement, 

Superla White, Ivory White, Onyx, Topaz 
and Amber. 

Stanolind Petrolatum is of such distinctive 
merit as to sustain the well-established repu- 
tation of the Standard Oil Company of Indi- 
ana as manufacturers of medicinal petroleum 
products, 

You may subject Stanolind Petrolatum to 
the most rigid test and investigation—you 
will be convinced of its superior merit. 


Stanolind 
Liquid Paraffin 
In Pediatrics and Obstetric Practice 


Stanolind Liquid Paraffin is acceptable to 
practically all children because it is odorless 
and tasteless, 


In whooping cough, croup, and other bron- 


chial disorders, Stanolind Liquid Paraffin may 
be administered in teaspoonful doses. 

Stanolind Liquid Paraffin is an intestinal 
lubricant—non-griping, and non-habit-forming, 
Increasing dosage is rever necessary. May 
be given to nursing mothers, as it is neither 
absorbed nor digested, and therefore is not 
excreted through the milk. 


STANDARD OIL COMPANY 


(Indiana) 
Manufacturers of Medicinal Products from Petroleum 


72 West Adams St. 


Chicago, U. S. A. 


675 


SURGERY, GYNECOLOGY AND OBSTETRICS 


| 


New York Post-Graduate 


Medical School and fnspital 


Courses arranged for the general practitioner in all branches of medicine. 
Separate courses on every subject and Special Practical Courses, where 
individual instruction is given in the following subjects: 


Anaesthesia; Colon and Rectal Diseases; Complete Eye Seminar, 
embracing seven Special Courses; Ear Operations (Cadaver); 
Nose and Throat Operations on the Cadaver and in the Oper- 
ating Rooms; Bronchoscopy; Nose and Throat Pathology; 
Abdominal Diagnosis; Physical Diagnosis; Diagnosis and Treat- 
ment of Constitutional Diseases of the Adult; Dietetic and 
Metabolic Problems; Infectious Diseases; Neurology; Stomach 
Diseases; Infant Feeding and Diagnosis; Intubation and Lumbar 
Puncture; Practical Pediatrics; Cystoscopy — Male and Female; 
Diagnosis and Office Treatment of Gynecological Cases; Gyne- 
cological Operations on the Cadaver; General Surgery on the 
Cadaver; Genito-Urinary Surgery on the Cadaver; Military 
Orthopedic and Bone and Joint Surgery; Treatment and Care 
of Fractures; X-Ray and Laboratory Work. 


The Hospital has a bed capacity of over 400. The average number of 
patients admitted daily to the Dispensary is 800. The Hospital and 
teaching facilities are as extensive during the summer months as during 
the winter session. Cadaver courses omitted during June, July, August 
and September. 


Through the courtesy of the Secretary, a two-day complimentary ticket 
is given, which enables the visiting physician to decide upon the courses 
best suited to his purpose and to meet the instructors in the various 
departments before registering for any work. 


For Further Particulars Address 


SECRETARY OF THE FACULTY 
305 East Twentieth Street NEW YORK CITY 
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Tonic with 4 


You will find in Malt-Nutrine valuable 
tonic properties due to the aromatic 
bitter principles of Saazer hops. You 
will also find the food value of more 
than 14 per cent. of pure malt extract. 
The ingredients, of Malt-Nutrine are 
carefully and properly chosen to consti- 
tute a real food-tonic and are combined 
through scientific processes under the 
direction of competent chemists. 


ANHEUSER-BUSCH) 


is the recognized standard of medicinal 
malt preparations. It is extensively 
prescribed by physicians as a food-tonic 
for nursing mothers, protracted conva- 
lescence from acute diseases, insomnia 
and many other conditions. Do not 
confuse it with cheap dark beers. 


Pronounced by the U. S. Internal 
Revenue Department a 


PURE MALT PRODUCT 
and not an alcoholic beverage. 


ANHEUSER-BUSCH St. Louis 
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Pituitary Liquid, 
Ph: standardized; free from 
preservatives. icc and }cc, boxes of 6. 

Congas Luteum, from true substance. 

owder, 2 and 5 grain Capsules and 

2 grain Tablets. 

Extract Red Bone Marrow, 
Hematogenetic, Histogenetic. 


Elixir of Enzymes, 


UT Full line of organotherapeutic agents. 
Literature to physicians upen request, 


Or unequaled facilities for the 


ture of Surgical Catgut Ligatures and 

Sizes 000, 00, 0, 1,2, 3,4, 5 and 6. Sutures will appeal to the surgeon who gives the 
Plain and Chromic. 60-inch Lengths. subject a moment’s consideration, From theslaugh- 
ter of the sheep to the sterilization of the strands, 

A, _. : every process is under the care of an Armour man 
ARMOURSS COMPANY who is.an expert at his work: ‘The result: Smooth, 
ae CHICAGO strong, supple and thoroughly sterile sutures. 


CLINICAL DIETETICS 


for colonic feeding 
¥ oz. Horlick’s Malted Milk to 4 oz. 
Normal Salt. Colonic Value, 120 per oz. 


Easily Highly Non- 
Assimilated Nutritious Irritating 
Horlick’s Malted Milk Co., Racine, Wis. 


R. R. DONNELLEY & SONS CO., PRINTERS, CHICAGO 
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